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Acute Aural Diseases in Children’ 


BY S. MacCUEN SMITH, M.D. 
Professor of Diseases of the Ear in the Jefferson Medical College, Philadelphia, Pa. 


In the recognition and treatment of aural 
disease the so-called “snap diagnosis” is 
both irrational and illogical, and frequently 
conducive to very unhappy results. It is 
far too common, in a case of vertigo, for 
instance, for the symptoms to be attributed 
to a disorder either of the stomach or organ 
of hearing and medication prescribed with- 
out a proper examination to determine the 
actual etiologic factors. In the presence of 
tinnitus aurium bromides or other drugs are 
given without determining whether the head 
noises are even located in the organ of 
hearing, and if so, whether due to catarrhal 
or other inflammatory changes or to the 
presence of cerumen or a foreign body. 
The pernicious custom of looking upon all 
aural pain as a case of earache, for which 
laudanum or other drugs are prescribed, is 
the direct cause of many cases of not only 
acute but chronic aural suppuration, as well 
as the serious complications that arise as a 
result of this neglect. 

In the case of a child afflicted with a sup- 
purating ear, when the acute symptoms 
have subsided the condition is too fre- 
quently looked upon as a matter of no con- 
sequence, the advice even being given that 
the child will outgrow it, and the patient 
dismissed with directions to syringe the ear, 
without an examination to determine the 


1Read before the 


Tri-Society (Pediatric) meeting, 
Philadelphia, Pa. 


nature and location of the disease. Only 
too frequently, when a child has a beginning 
impairment of hearing, he is punished for 
inattention or thought stupid at school, 
when a proper examination would definitely 
reveal the cause to be deafness. 

The point I wish to emphasize is that 
before any of these aural symptoms are 
treated we should pay just as much atten- 
tion to formulating a proper diagnosis as 
should be and generally is given to deter- 
mining the presence of pleurisy or pneu- 
monia by means of auscultation, per- 
cussion, and other scientific methods of 
precision. He who would undertake to 
determine the nature of a renal disturbance 
without utilizing every means at his com- 
mand would be considered unworthy of his 
calling, and I wish to make a plea 
for similar consideration of aural disease, 
especially in children, that the unfortunate 
results of neglect and inefficient treatment 
may be avoided. 

The other side of this question must also 
be given due consideration, as the ear, like 
other organs of the human body, is fre- 
quently influenced by not only adjacent but 
at times by distal foci of infection. This 
is where the aurist may, and no doubt some- 
times does, make a mistake, for, after all, 
in order to be efficient and helpful he must 
consider the organ of hearing in its proper 
relation to the economy as a whole, and not 
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as a separate entity. Codperation here be- 
tween the aurist and pediatrist or internist 
is most essential. 

It not infrequently happens that aural 
pain, as well as suppuration, indirectly de- 
velops as a complication of certain general 
diseases, such as pneumonia or typhoid 
fever, through the blood stream or lym- 
phatics. This fact emphasizes the necessity 
of frequent aural examinations during the 
course of general diseases, particularly the 
exanthemata, where the involvement is 
usually the result of a direct extension from 
the nasopharynx. A supposed relapse is 
sometimes explained and the symptoms re- 
lieved by a spontaneous rupture of the 
membrana tympani and the presence of a 
discharge in the external auditory canal 
incident to an acute otitis media which had 
not been suspected. What might be termed 
reflex aural pain and a subsequent suppura- 
tion is well illustrated by the development 
of these symptoms during dentition. 

The functional activity of the organ of 
hearing is important from an auditory 
standpoint, but any aural disease must be 
considered also from its serious and vital 
aspect. From the fact that in some com- 
munities one school child out of every six 
has defective hearing, and also that the 
percentage of deaf-mutism, especially the 
acquired type, is unnecessarily large, it be- 
hooves the medical profession, particularly 
the pediatrists, to take cognizance of these 
facts. 

It is no exaggeration to say that about 
eighty per cent of the cases of deafness or 
impaired hearing are preventable. This is 
just as true of acquired deaf-mutism. Thé 
layman would not credit the statement that 
all infants are born dumb, but we, of course, 
recognize its truth, articulate speech being 
acquired through imitation. If a child is 
born deaf, he cannot imitate the speech of 
those about him, because he does not hear 
it, and therefore he does not learn to talk. 
This is congenital deaf-mutism. On the 
other hand, if the child has acquired articu- 
late speech and loses his hearing, through 
disease or otherwise, even up to six years 


of age or older, he becomes mute from the 
fact that he no longer hears speech and 
actually forgets how to talk. This is ac- 
quired deaf-mutism. I have personal knowl- 
edge of one girl twenty years of age who 
lost her hearing through scarlet fever while 
attending school. She became so morose 
on account of her affliction and so per- 
sistently sought seclusion that she finally 
became mute, and is as much a deaf-mute 
to-day as one of the congenital type, even 
acquiring the characteristic voice. In the 
congenital class of deaf-mutism we have 
no remedy at hand except to discourage 
consanguineous marriages. The acquired 
type can be prevented usually by timely 
aural care. 

In the matter of speech alone, you will 
see the importance of early recognition and 
prompt treatment of acute aural disease in 
the young. The most common of these 
diseases is the so-called “earache in chil- 
dren,” a recurrent acute catarrhal otitis 
media. 

Any type of tympanic inflammation that 
does not actually discharge through a per- 
foration in the membrana tympani is desig- 
nated a catarrhal otitis media. As soon as 
the discharge appears, either as the result 
of a spontaneous rupture or an incision of 
the membrana tympani, it is known as a 
suppurative otitis media. At first the dis- 
charge may be serous or serosanguineous, 
hemorrhagic in influenza, and later puru- 
lent. If the condition is not corrected at 
this time and the patient is fortunate enough 
to avoid complications, the most common 
being mastoid involvement, then we have a 
chronic suppuration, with all its attendant 
future dangers — secondary meningitis, 
sinus thrombosis, or brain abscess. It is 
surprising how frequently one of these 
complications occurs when little or no con- 
sideratiun has been given to the original 
causative factor—the infection of the tym- 
panic cavity. Just recently it has fallen to 
my lot to see several cases of meningitis, 
one of brain abscess, and two of sinus 
thrombosis complicating aural disease. The 
diagnosis, when finally determined, was 
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quite acceptable to the family, but such 
procrastination could scarcely be said to 
reflect credit on medical practice. I grant 
you that some of these cases will develop 
meningitis almost simultaneously, perhaps, 
with the initial tympanic disease, but such 
instances are rare, and even they can be 
usually prevented if the primary aural lesion 
is promptly recognized. 

If, on the other hand, a child suffers from 
frequent attacks of so-called earache which 
are not corrected by searching for and re- 
moving the cause, the foundation is laid 
for catarrhal changes accounting for the 
numerous people deaf or partially so in 
later life, for in each attack of acute or 
. subacute otitis media a certain amount of 
exudate may remain on the tympanic wall, 
and a repetition of this with each attack 
causes changes in the functional activity of 
the conducting apparatus which later in life 
interfere materially with audition. From 
this point, if reached, the disease is pro- 
gressive, resulting in a hypertrophic otitis 


media, followed in some instances by the 
atrophic variety, and a subsequent and con- 
sequent progressive deafness in later life. 
In all cases of acute tympanic disease, 
therefore, there are two principal objects 
that we must keep in mind from the view- 


point of efficient treatment. The first is 
the preservation of the auditory function, 
and the second is the prevention of serious 
complications which frequently endanger 
life, such as meningitis, brain abscess, and 
sinus thrombosis. All can usually be pre- 
vented by prompt recognition and treat- 
ment of the initial middle-ear disease. 

From the fact that otitis media is always 
secondary to some infectious process in the 
nose or nasopharynx, extending to the tym- 
panum by way of the Eustachian tube, 
obstructions which interfere with free nasal 
respiration and affections of the nose and 
nasopharynx should be anticipated and cor- 
rected in all children as a prophylactic 
measure. 

In all cases of acute suppurative otitis 
media the mastoid antrum is involved to 
the extent, at least, of its invasion by in- 


flammatory exudate. This does not mean, 
however, that we have an actual mastoiditis 
in the sense of bone involvement, but unless 
the tympanic secretion is promptly evacu- 
ated mastoiditis is unquestionably favored. 
Acute suppurative otitis media may be 
sudden in its onset, manifested by violent 
local pain and characteristic general symp- 
toms, such as an increased pulse-rate and 
rise in temperature. Such are frequently 
the indications of otitic involvement com- 
plicating influenza and the exanthemata. 
On the other hand, the more insidious cases 
are sometimes met with in these diseases. 
The interrupted type is characterized by 
periods of remission of the local and general 
symptoms which are governed largely by a 
temporarily patulous tube, which provides 
for drainage, thereby relieving pressure. 
Another type of acute middle-ear suppu- 
ration, a particularly insidious kind and to 
my mind a most dangerous one, is that 
appearing secondarily to some general 
disease during the height of or conva- 
lescence from the attack. In such instances 
the ear involvement is not only frequently 
but even usually overlooked, the attention 


of the attending physician being first 


attracted by the appearance of a dis- 
charge upon the pillow. This spontaneous 
rupture of the membrana tympani fre- 
quently causes a subsidence of the general 
symptoms. It is a common occurrence in 
hospital practice for a patient convalescing 
from some general illness suddenly to 
suffer what seems to be a relapse. A few 
hours’ or a few days’ return of fever, etc., 
is relieved by a discharge appearing inci- 
dent to a spontaneous rupture of the drum- 
head and the relief of all symptoms. 
While an acute otitis media is recognized 
as catarrhal so long as no discharge appears, 
it is quite conceivable that a middle-ear 
inflammation may be suppurative almost 
from its very inception when complicating a 
virulent infection’such as one of the ex- 
anthemata or epidemic influenza. When 
the mucosal lining of the Eustachian tube 
becomes swollen, it prevents the escape of 
the inflammatory products into the pharynx 
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through the normal channel. The resultant 
accumulation in the middle ear and antrum 
immediately assumes an important mechan- 
ical aspect. The antrum is wholly sur- 
rounded by unyielding bony structure. 
This is true also of the tympanic cavity, 
with the exception of the outer wall or 
tympanic membrane; fortunately, nature 
has provided a thin membrane here which 
will usually rupture under undue pressure. 
This no doubt relieves the situation per- 
manently in a good many instances and at 
least temporarily in others. Before the 
drumhead ruptures the accumulating fluid 
frequently causes pressure necrosis, with 
consequent peeling off of the mucosal lin- 
ing of the tympanic cavity. This deprives 
the osseous structure of its natural protec- 
tive coat and exposes it to the ravages of 
the various microdrganisms. This marks 
the beginning of the complications above 
enumerated. In some instances there is 
an actual dehiscence, or the frail bony 
structure may be destroyed under the tym- 
panic and antral pressure incident to the 
accumulation of fluid during the abscess 
formation, thus exposing the dura or sinus 
directly to the infection. Then, again, as 
a means of communication with surround- 
ing parts, we must consider the rdle of the 
blood-vessels and lymphatics. Such de- 
struction and possible complications can be 
prevented usually by an early recognition 
of the developing middle-ear disease and 
the prompt relief of intratympanic pressure 
by means of an ample myringotomy. 

An acute abscess or confined pus, wher- 
ever situated, is characterized by general 
symptoms, such as fever, increased pulse- 
rate, and loss of appetite. Depending on 
the location, we may have nausea and 
vomiting, together with various disturb- 
ances of the nervous system. In aural 
abscesses we have pain referable to the ear, 
especially at night, redness, and later bulg- 
ing of the membrana tympani. This pain, 
radiating to the mastoid process and over 
the head, may continue for several hours or 
several days, until relieved by spontaneous 
rupture or incision of the ear drum. It is 
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well to remember that in children the mem- 
brana tympani is much more oblique than 
in adults, and during an attack of otitis 
media it does not necessarily bulge nor is it 
constantly red. Having undergone certain 
changes, it takes on a grayish appearance, 
with obliteration of the landmarks. Under 
such conditions prompt myringotomy is 
urgently indicated. 

As the. mastoid is involved in all acute 
middle-ear abscesses, the process, particu- 
larly when the cortex is thin, becomes sen- 
sitive to pressure early in the disease, more 
marked over the antrum and tip. In some 
instances it even becomes red and slightly 
edematous, but these symptoms often dis- 
appear after evacuation of the tympanic 
secretion. The degree of deafness and the 
severity of the noises at this stage are gov- 
erned almost wholly by the amount of exu- 
date deposited about the oval and round 
windows. Sometimes the fever is very 
high, and neurologicai manifestations, such 
as convulsions, meningeal irritation, and 
restlessness, are present. These will usually 
disappear following myringotomy. The 
immediate alleviation of pain upon the re- 
lief of tympanic pressure is comparable 
only to that experienced by a woman in 
labor upon the delivery of the child. 

The above symptoms are quite classical 
in the usual case of acute suppurative otitis 
media, and although we are generally jus- 
tified in giving a favorable prognosis, yet 
it is well to be cautious from the fact that 
we are not sure until a few additional days 
have elapsed but what one of the complica- 
tions previously enumerated may develop. 
The point I wish to make is the necessity of 
examining the ear frequently, even when no 
suspicion is definitely directed to it, par- 
ticularly in cases of pneumonia, typhoid 
fever, influenza, and the exanthemata. In 
an involvement of the ear under such cir- 
cumstances, myringotomy should be per- 
formed without waiting for definite bulg- 
ing of the membrana tympani. 

If the drumhead is largely destroyed, in 
otitis media complicating diabetes, tuber- 
culosis, or where the infection is virulent, 
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future audition necessarily will be impaired. 
Both of these results usually can be pre- 
vented by an early myringotomy. Some- 
times the opening will close prematurely, 
especially if the initial myringotomy was 
not ample; or, in case of a spontaneous 
rupture, the location of the perforation may 
not provide for proper drainage. In either 
case the result would be a continuation or 
a recurrence of the fever, perhaps some 
pain and general discomfort, and a second 
myringotomy is indicated. 

In case audition is not reéstablished in 
due course, and the discharge continues 
abundant, and particularly if a slight fever 
continues, though it may be only 99°, mas- 


. toiditis should be suspected even in the 


absence of symptoms referable to the mas- 
toid, such as pain, redness, and swelling— 
the so-called classical symptoms of mastoid 
disease. Inasmuch as these symptoms are 
secondary to a perforation of the cortex, 
permitting pus to accumulate between the 
bone and periosteum, and are always late 
signs of mastoiditis, they should never be 
awaited. Ample and convincing symptoms 
of mastoiditis are available long before 
these late ones appear. 

An abscess of the tympanic cavity must 
be treated just the same as would a similar 
condition in any other part of the human 
economy, carrying out the old axiom pro- 
claimed many years ago and just as valuable 
to-day, “Where there is pus, let it out.” It 
is useless, and indeed harmful, when pus 
has actually accumulated in the tympanic 
cavity, to use the various medicaments in 
the form either of drops or irrigations. The 
logical thing to do is a prompt and free 
myringotomy. 

During the hyperemic stage of an acute 
infection of the tympanic cavity, it is proper 
and helpful to use warm drops, such as a 
two-per-cent carbolic acid in glycerin, this 
to be warmed and instilled in the ear, and 
followed by warm, moist compresses over 
the ear, renewed with sufficient frequency 
to retain the heat, keeping in mind that the 
heat thus imparted is the element of chief 
therapeutic value. During this stage I 
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consider it wholly unwise to use sprays or 
drops of aqueous solutions in the nostrils. 
It is important, however, to antisepticize 
the nasal chambers so far as possible, and 
promote nasal respiration, by using medi- 
cated oily solutions through a vaporizer. 
Antiseptic sprays for the throat and gar- 
gles are also advisable. After the pus has 
been evacuated from the tympanic cavity 
by means of ample myringotomy, douching 
with antiseptic solutions is indicated, the 
frequency depending on the amount of dis- 
charge, ranging from two to four hours 
apart, but this should never be continued 
for any length of time without inspection 
of the ear to note its progress and with a 
view of changing the line of treatment. 
Unless the suppuration is profuse, I have 
used in the last few years a small drain 
saturated with a 1:1000 acriflavine solution 
placed deeply in the canal, this to be 
changed daily, with the result that suppu- 
ration ceases in some instances almost im- 
mediately, and in others recovery is greatly 
expedited. 

In performing a myringotomy, the child 
should always be under general anesthesia, 
to avoid suffering, in the first place, and also 
that the operation may be properly per- 
formed. Personally I use suction following 
myringotomy, and as this no doubt is more 
or.less painful also, it offers another reason 
why general anesthesia should be employed. 
The incision should start at the most de- 
pendent point, beginning at least half-way 
up the membrana tympani, usually in the 
posterior aspect, and be carried down to 
the floor and up the anterior wall, forming 
a letter “U” with a short anterior upright. 
This provides for good drainage and will 
usually insure the opening remaining pat- 
ulous until the tympanic disease has 
ceased. It is needless to say that proper 
antiseptic surgical precautions should be 
observed. 

Finally, early myringotomy, when prop- 
erly performed, never does harm, frequently 
prevents serious complications, and is our 
best means of preservation of the auditory 
function. When the mastoid operation is 
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indicated it should be performed without 
hesitation, keeping in mind the fact that 
the operation for uncomplicated mastoiditis 
has perhaps the lowest mortality of any 
major surgical procedure, a statement which 
is supported by authentic statistics. Furth- 
ermore, when promptly done, it frequently 
prevents the complications enumerated 
above. 

I feel that the early recognition and treat- 
ment of acute aural disease in children is 


of vital importance, for lack of proper care 
at this time lays the groundwork for future 
aural trouble, as I have tried to illustrate, 
and I should feel that my professional life 
had accomplished exceedingly much if a 
realization of this fact could be impressed 
upon my professional coworkers, in which 
event most of the cases of impaired hear- 
ing, deafness, deaf-mutism, mastoid dis- 
ease, meningitis, sinus thrombosis, and 
brain abscess would be averted. 





The Mode of Transmission and the Prevention 
of Tuberculosis’ 


BY W. B. JAMESON, M.D. 


Chief of Medical Service, Pathologist and Director of the Laboratory, Sanatorium for Tuberculosis, Hamburg, Pa. 


The discussion of the cause of tubercu- 
losis has held a prominent place in all med- 
ical literature. It was not till the past 
century that the etiology of disease was 


studied so as to show the causal agent and: 


exclude others. The master minds. were 
many and they were earnest in their efforts 
to find the cause of this disease. The op- 
posing views were staunchly defended and 
bitterly assailed. 

By a vast amount of experimentation 
Villemin in 1865 demonstrated that tuber- 
culosis in inoculable. His discovery pro- 
duced acrimonious discussion and renewed 
investigation. Villemin produced tuber- 
cles by inoculation of human sputum and 
other tuberculous products. To meet this 
demonstration, powdered glass and pow- 
ders of various kinds were used to show 
that inert substances were equally capable. 
Those investigators who used substances 
which were sufficiently contaminated by 


_ 





1At the request of Dr. Edward Martin, Commissioner 
of Health of Pennsylvania, this article has been written 
in the interest of the campaign against tuberculosis. The 
purpose is to present in a simple but comprehensive 
manner the domain of the tubercle bacillus and sugges- 
tions as to its destruction. 


tuberculous products were successful in 
producing the tubercle. 

While these investigations and vigorous 
discussions progressed, a German health 
officer, unknown to the world, was conduct- 
ing a series of experiments on the bacteri- 
ological etiology of tuberculosis. In 1882 
he announced the results of his investiga- 
tion, and from that date Koch has been the 
center of applause and attack. His work 
was so complete that the bacillus he dis- 
covered was eventually recognized as the 
cause of all tuberculosis, and further in- 
vestigations have added only minor facts 
concerning its nature. 

All disease processes which are due to 
the reaction of animal tissues to the pres- 
ence of living tubercle bacilli are tubercu- 
lous. Scrofula, struma and other conditions 
ceased to exist as separate diseases, and 
the domain of human tuberculosis was cor- 
respondingly enlarged. Every organ in the 
body except possibly the thyroid may be- - 
come tuberculous. 

Not only does the tubercle bacillus live 
and produce disease in every part of the 
human body and head the list of destroyers 
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of human life, but it also has by long resi- 
dence adapted itself to life in the bodies of 
the quadrupeds, the birds, and the cold- 
blooded animals. This adaptation to life in 
the various animals has led to changes in 
the habit of the tubercle bacillus. Those 
that have lived in the fish and reptiles 
(piscine type) grow in culture media at a 
temperature of 10° to 30° C. Those that 
have lived in the animals with the highest 
normal temperature, the birds, are able to 
reproduce at a temperature of 48° to 44° C. 
This is the avian type. Those that have 
maintained a residence in the mammals are 
unable to multiply at a temperature above 
41° C. 

The piscine type of tubercle bacillus does 
not produce disease in birds or mammals 
and will receive no further consideration. 
Recent investigations indicate that possibly 
this organism is a pseudo-tubercle bacillus. 

The avian tubercle bacillus finds its most 
congenial soil in the common fowl. Tuber- 
culosis is not known to exist in wild birds 
in freedom, but is prone to destroy them in 
zoological gardens and other places of cap- 
tivity. All domestic birds become infected 
by the avian type, but not so readily as 
chickens. So extensive is tuberculosis of 
the fowl in some regions that the market 
for eggs and poultry is endangered. 

The disease process in hens is in the 
intestinal mucous membrane, nodules in the 
intestinal wall communicating with the in- 
testinal contents through ducts or sinuses, 
the liver, spleen, lungs, and kidneys. Since 
the lymph nodes are few in the fowl, these 
structures do not figure largely in the dis- 
ease process. The open tuberculosis is 
intestinal, and the tubercle bacilli are dis- 
charged with the feces. Late in the disease 
an incurable diarrhea develops, and before 
death there is extreme emaciation and a 
complete or almost complete atrophy of the 
breast muscles. ; 

The dirty feeding habits of the poultry 
and tame birds are the means of their infec- 
tion. They pick their food from the dirt 
contaminated by tuberculous feces. One 


hen with open tuberculosis of the intestine 
can provide sufficient tubercle bacilli to 
infect many others, and if she lives long 
enough, the whole flock. Hogs are not 
easily infected by the avian type, but by 
constantly feeding with tuberculous poultry 
may become diseased. Rats and mice oc- 
casionally become infected by eating the 
tuberculous organs of dead poultry and the 
refuse from the poultry slaughter. The 
bodies of the dead rats and mice are picked 
by the chickens and eaten by the hogs with 
disastrous results. 

By disposing of all sick hens and bury- 
ing deeply or, better, burning all dead poul- 
try and refuse from the poultry slaughter, 
the means of infection will be greatly re- 
duced. Open tuberculosis of fowls does 
not ordinarily develop under two years. 
The prudent farmer can keep his flock of 
chickens free from tuberculosis and greatly 
reduce the danger of infection that exists, 
and perhaps eradicate it from the flock, by 
marketing all his chickens at the end of 
their second laying season. This is good 
economy from every point of view. He 
has had their most profitable egg life and 
the bodies are good for food. 

Human bodies are but rarely if ever in- 
fected by the avian type. Cooked poultry 
is not dangerous, and it is not supposed to 
be eaten raw. Eggs from a tuberculous 
ovary may contain tubercle bacilli. Such 
eggs if taken raw, in large numbers, might 
be dangerous to children. To man the dan- 
ger from the avian type must be regarded 
as extremely slight. 

When Koch announced the discovery of 
the tubercle bacillus, he had no idea of 
types. However it was soon noticed that 
growths on culture media from bird, cow 
and man did not have the same appearance 
and rapidity and ease of culture. In 1895-98 
Theobald Smith of Harvard conducted in- 
vestigations which showed conclusively that 
there are differences between the cultures 
grown from human sputum and_ those 
grown from the lesions in the cow. In his 
description he referred to the one as the 





84 THE THERAPEUTIC GAZETTE 


bovine type and to the other as the human 
type of the tubercle bacillus. These names 
have persisted. The differences in the two 
types now recognized are: 

1. In shape the human bacillus is long 
and slender, while the bovine is shorter and 
plump. 

2. The human type finds its most con- 
genial habitat in the human lung. The bo- 
vine type grows best in the cows and other 
quadrupeds. 

3. On serum and glycerin bouillon the 
human type grows the more rapidly. 

4. In slightly acid glycerin bouillon the 
human type increases the acidity, while the 
bovine type diminishes the acidity and 
eventually changes it to alkalinity. 

5. The bovine type produces general, 
virulent tuberculosis in calves and rabbits, 
while the human type in the same quantity 
will produce only a local lesion. 

‘The bovine tubercle bacillus is most in- 
fectious and destructive in cattle. Horses, 
asses, sheep, goats, dogs and cats offer a 
high resistance, while guinea-pigs, rabbits, 


monkeys and swine occupy a middle ground. 
Guinea-pigs, rabbits and calves are espe- 
cially valuable for experimentation in tu- 


berculosis. Wild animals in their natural 
habitat are believed to be free from infec- 
tion, but in captivity they are not immune. 

The herbivorous animals become more 
readily infected than the carnivorous. 

A farmer has a fine herd of cattle which 
he has acquired at large cost of money and 
effort. He bought one fine cow here, 
another there, and he keeps a choice bull 
for the improvement of his stock. His 
business is centered in that herd, but 
unfortunately one of those choice animals, 
a sleek cow, an excellent milker and 
breeder, or perchance the bull, the pride of 
his herd, has tuberculosis. 

Suppose one of the cows is infected. The 
tubercle bacilli may have entered its body 
through the respiratory tract or the alimen- 
tary canal, perhaps both. They may have 
passed through the mucous membrane of 
the nose or pharynx to the lymph channels 


and thence to the nodes. Some may pass 
through the nodes, but sooner or later they 
are stopped. A battle between the tissues 
and the bacilli ensues. Had the tissues 
been successful there would have been no 
further tuberculosis. But in this cow the 
germs were victors. They multiplied and 
later were carried to the pleura and thence 
to the lung, or they may have passed 
through the nodes to the thoracic duct and 
to the lung through the right heart. 

The tubercle bacilli may have been 
swallowed with the food or drink. Some 
of them will pass through the mucous mem- 
brane of the intestine, enter the lymphatics, 
perhaps pass through the lymph nodes, 
enter the thoracic duct, and reach the lung 
through the venous blood. Or a tubercu- 
losis may have been produced in the 
lymphatic nodes with the growth of the 
bacilli and thus escape to the thoracic duct, 
venous blood, and lung. Or, perhaps the 
parasites were carried through the respira- 
tory tract to the air vesicles, thence to the 
lymphatics, and tuberculosis developed in 
the lymphatic tissues of the lung. 

The liver, spleen, peritoneum, uterus and 
udder of this cow are diseased. This is 
unusual. She has developed open tubercu- 
losis of the lungs, uterus, and udder. One 
cow in about one thousand develops 
tuberculosis of the udder, and the uterus is 
infected about four times as frequently. 
Notwithstanding the fact that she has open 
tuberculosis of three organs, she is a good 
milker and a breeder. 

The cow coughs up material containing 
tubercle bacilli, part of which passes out 
through the mouth and is carried three or 
more feet into space. The heavier of the 
droplets settle promptly on the fodder or 
other substance, and the lighter ones float 
in the air perhaps a half-hour. Adjacent 
animals may inhale the tubercle bacilli with 
the air they breathe, or swallow them with 
the fodder or food they eat. Any animal is 
susceptible if it receives a sufficient number 
of the bacilli. Some require more than 
others, some bacilli are more virulent than 
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others. If the stable is dark, dirty, damp, 
poorly ventilated, and devoid of sunshine, 
the infection will spread rapidly. If, on the 
other hand, the stable is large, airy, clean, 
dry, and richly supplied with sunlight, the 
infection will be reduced to the minimum. 

The tubercle bacilli in thin layers exposed 
to direct sun-rays are killed in a few min- 
utes to a few hours; the time varies with 
the hour of the day, the season of the year, 
and the distance from the equator. Diffuse 
light, such as is found in a well-lighted 
room, is able to kill the germ in thin layers 
in five to twenty hours. Drying and pow- 
dering of the tuberculous substance hastens 
the death of the bacilli. In damp manure or 
‘soil or other similar substance, the organ- 
isms even exposed to direct sunlight will 
live a few days, and if in darkness they live 
a few weeks to months. Air and sunshine 
are nature’s germicides and their power is 
multiplied by cleanliness. Darkness, damp- 
ness and dirtiness are supports of the ba- 
cillus, while air, sunshine and cleanliness 
are avenues of escape for the host. 

The greater part of the material the cow 
coughed up was swallowed, passed through 
the stomach and intestine, and was dis- 
charged with the feces. Germs from intes- 
tinal ulcers are similarly discharged. 

It is a common custom for farmers to 
allow their hogs and cattle to occupy the 
same run and pasture. 
undigested food in the manure and swallow 
the bacilli. That is the common mode of 
tuberculous infection of swine. Chickens 
may be infected in the same way, but they 
are not readily susceptible. 

A cow has a calf and it is allowed to feed 
from the diseased udder. It promptly 
becomes infected and later fails and dies. 

Not only does the milk receive tubercle 
bacilli from the diseased udder, but it may 
receive it from the manure falling into the 
milk from the dirty udder, teats, and body 
of the cow, or flecked into the milk by the 
tail. In addition the uterus is tuberculous 
and many bacilli escape with the vaginal 
mucus, and the dried excretion may readily 
gain access to the milk pail. 


The swine eat the’ 


This milk is a commercial product and 
may go to families with children, to be used 
raw. The good mother is careful to keep 
the milk cold and everything sweet and 
clean, and little does she realize that her 
feeding this milk may be preparing her 
child for disease and death. 

» Perhaps the milk goes to the creamery; 
the skimmed milk is mixed with that from 
the other farms, and all the farmers take 
tuberculous milk to their homes to be fed 
to the young pigs and calves. There was 
no tuberculosis of their animals, but here- 
after there may be infected pigs and calves. 

The butter made from the cream contains 
tubercle bacilli, and they will live in it for 
several months. 

The milk supply of a number of cities 
has been in a limited way tested for tuber- 
culous germs, and the result indicates that 
the effort was timely. In Chicago, as in all 
of the cities where milk was purchased 
in samples from separate dealers, 10% per 
cent of the samples were tuberculous, in 
Paris 12 per cent, New York 16 per cent, 
:dinburgh 20 per cent, London 22 per cent, 
and Berlin 28 per cent. Such a condition 
of the milk ‘supply surely indicates the 
necessity of pasteurization. Its purpose is 
to kill the tubercle bacilli as well as other 
pathogenic bacteria. Many experimenters 
have demonstrated that the tubercle bacilli 
in liquid are killed by a temperature of 
60° C., maintained for twenty minutes. 
This temperature, or one moderately higher, 
does not especially injure the digestive or 
nutritive qualities of the milk. 

Tubercle bacilli may be carried by the 
seminal fluid, the spermatozoa, or the ovum, 
to the union of the latter structures, but it 
is scarcely conceivable that the product of 
conception could long endure the presence 
and destructive power of this organism. It 
does not seem possible that tuberculosis can 
be inherited by either element carrying the 
tubercle bacillus to the process of impregna- 
tion. It is easily possible for the germs to 
gain entrance to the body of the fetus from 
a diseased placenta. That means that the 
infection occurs rather late in pregnancy, 
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and the later it is the more certain it is that 
the product of conception will be born alive. 
Granted that it is born alive, the prognosis 
is bad. The younger the fetus is at the time 
of infection, the worse the prognosis. That 
is true of all animals, children included. 


BOVINE TUBERCULOUS INFECTION IN ADULTS» 


AND CHILDREN. 


When the tubercle bacillus was recog- 
nized as the cause of tuberculosis in all of 
the food-producing animals, the idea pre- 
vailed that these animals were the common 
source of tuberculous infection in man. 
Naturally an effort was made’ to destroy all] 
diseased flocks and herds of food-produc- 
ing animals. That involved a great ex- 
pense, and not much money was spent to 
reduce the infection from human sources. 
When the human type of bacillus was dif- 
ferentiated from the bovine and the lesion 
in the human lung was recognized as the 
common source of human infection, Koch 
arrived at the conclusion that the effort 
was wrongly directed and that the slaughter 
of the herds and flocks in the effort to re- 
duce the human infection was useless. In 
human beings above fifteen years of age, 
less than one per cent of the cases of pul- 
monary tuberculosis are produced by the 
bovine bacillus, and not more than one and 
three-tenths per cent of all the lesions in 
the adult human body are produced by that 
type of organism. 

Koch in London in 1901 declared that he 
was convinced that the bovine bacillus was 
a negligible causal agent in the production 
of human tuberculosis. His statement 
created a furore and caused an enormous 
increase of investigation of the subject. 

At Washington, D. C., at the Interna- 
tional Congress for the Study of Tuber- 
culosis in 1908, Koch assured the convention 
that he would devote a large amount of his 
time to the investigation and the direction 
of investigation of this subject. He was to 
receive the reports, but his death in 1910 
left the situation with no one to receive and 


edit the reports. However, the result of 
the work has established the fact that hu- 
man tuberculosis of the bovine type is al- 
most wholly limited to children under 
sixteen years of age. 

Brown is authority for the statement that 
of 280 children under six years of age, 23 
per cent were caused by the bovine bacillus, 
and of 153 from five to sixteen years of 
age, 24 per cent. Statistics from all sources 
indicate that man after fifteen years of age 
is practically immune to bovine tubercu- 
losis. 

To the child, milk is the carrier of the 
bovine tubercle bacillus, and the avenue of 
infection is the alimentary canal. Some of 
the organisms pass through the mucous 
membrane of the pharynx and the tonsil to 
reach the cervical lymph nodes. The 
greater number enter the stomach and in- 
testine, pass through the mucous membrane, 
enter the lymphatics and blood stream and 
are conveyed throughout the body, produc- 
ing disease of the mesenteric and bronchial 
lymph nodes, bones, joints, serous mem- 
branes, and lungs. Kossel’s statistics show 
that in children the bovine type is the cause 
of 4.3 per cent of the cases of bone tuber- 
culosis, 10.7 per cent tubercular meningitis, 
23.8 per cent of general tuberculosis, 40 
per cent of tuberculosis of the cervical 
lymph nodes, and 49 per cent of all forms 
of abdominal tuberculosis. The bovine 
type of lesion in man is a less virulent dis- 
ease than the human type, but it produces so 
many deaths in children that it should: not 
be regarded as negligible. Surely all com- 
mercial milk for children, except that which 
is produced exclusively by herds known by 
the tuberculin test to be free from tubercu- 
losis, should be pasteurized. Meat is cooked 
and is a negligible causal factor in the pro- 
duction of human tuberculosis. 

In 1908 Melvin, chief of the Bureau of 
Animal Industry, estimated that 10 per cent 
of dairy stock, 1 per cent other cattle and 
2 per cent of hogs were tuberculous, en- 
tailing an annual loss of over $8,000,000. 
Additional losses and expenses from inspec- 
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tion, etc., due to ravages by the tubercle 
bacillus, he computed were sufficient to 
make the total annual loss to the farming 
interest and government exceed $14,000,- 
000. There appears to be a distinct increase 
of the disease in swine. Nine per cent of 
all hogs slaughtered under the government 
meat inspection during the year 1916 were 
affected with some degree of the disease. 
At present prices and with the increased 
number of animals infected, the financial 
loss is markedly enhanced. 

The Hamburg, Pennsylvania Sanatorium 
has maintained a piggery during the seven 
years of its existence to consume the table 
and kitchen waste of patients and em- 
. ployees and produce pork for the institu- 
tion’s use. Twenty-eight to thirty tons of 
meat are annually produced. The table 
refuse is heated to approximately 85° to 
90° C. At the slaughter this year the car- 
casses were inspected and the glands studied 
microscopically. Tuberculosis was not 
found. 


All types of the tubercle bacillus are non- 
motile. They must be conveyed from one 


host to another. Fortunately the human 
type of tuberculosis is practically limited to 
man. The quadrupeds offer a_ high 
resistance to the human bacillus. All of 
them may be infected, but the lesion is 
limited to a disease of a few lymph nodes, 
nearest the point of entrance of the bacilli. 
This is especially true of cattle and swine. 
Poultry also offers a high resistance. 
Monkeys in confinement rather readily be- 
come infected by the human bacillus and 
develop disease of the lung. Parrots and 
canaries die from it. Notwithstanding the 
fact that we are not much exposed to 
infection of the human type from the lower 
animals, we are frequently exposed to the 
disease in man, and unfortunately the mode 
of escape of the tubercle bacillus from the 
human lung is favorable for infection of 
others. The germs escape from tuberculosis 
of the genito-urinary tract in the urine; 
from tuberculous ulcers and abscesses with 
the pus; and from the swallowed sputum 
and enteric ulcers in the stool. The pus is 


caught in the dressings and is or should be 
burned. The urine and stools are disposed 
of as ordinary sewage. All sewage should 
be digested, clarified and sterilized before 
entering a stream. Brown reports that he, 
Petrof and Heise investigated the Saranac 
River at and below the entrance of the 
sewage from the village and sanatorium. 
Tubercle bacilli were found at all levels of 
the river, but they grew less frequent as 
the sewer’s mouth receded, and at four 
miles from the sewer’s mouth, in a stream 
flowing about two miles an hour, they 
ceased to be found. This indicates that the 
danger of tuberculous contamination of 
drinking-water obtained from the Saranac 
River is not serious, but that may not be 
the case with all rivers so polluted. 

The tubercle bacillus that produces dis- 
ease in man, almost without exception, is 
derived from a tuberculous lesion in the 
lung of another human being. It escapes 
from the open lesion into the bronchiole and 
is carried by the action of the ciliated 
epithelium into the larger bronchioles, the 
bronchi, sor trachea, and thence discharged 
as sputum. Enormous numbers of bacilli 
escape in the expectoration. Nuttall esti- 
mated that over four billions of tubercle 
bacilli are discharged at times in a patient’s 
expectoration of one day. In the moist 
state they are dangerous when they con- 
taminate the food or drink or the toys used 
by children at play. ‘The ball or other 
articles may come in contact with recent 
tuberculous sputum, and the bacilli may be 
carried to the mouth by the hands. After 
the sputum has been dried and powdered it 
may be carried as dust into the respiratory 
tract. This brings us to a region of con- 
troversy. Some authorities believe that all 
exogenous human tuberculous infection is 
through the alimentary tract; that the 
tubercle bacilli are caught on the mucous 
membrane of the nose and pharynx, enter 
the alimentary tract, part of which pass 
through the mucous membrane of the intes- 
tine, into the lymphatics, thoracic duct and 
venous blood to the lung. Disease of the 
lung can be produced by that route. Others 
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believe that the bacilli can pass through the 
mucous membrane of nose and pharynx and 
the tonsils, into the lymphatics to the cervi- 
cal nodes, and thence to the pleura at the 
apex of the lung, and later to the lung. The 
bacilli may pass from the lymph nodes and 
channels to the venous blood and reach the 
lungs through the right heart. Many 
believe that the tubercle bacilli in the dust 
are carried through the respiratory tract, 
many of which are held by the mucus of 
the larger tubes and carried out, but some 
enter the alveoli; part or all of these may 
go through the alveolar wall into the lym- 
phatics and be carried to and develop 
tuberculosis in the lymphatic tissue of the 
lungs. Some of the bacilli may pass into 
the bronchial lymph nodes and develop 
tuberculosis. 

Droplets of moisture may be expelled 
from the mouth and nose by coughing, 
sneezing, loud talking, and singing. In 
violent coughing these droplets are carried 
three or more feet into space, anda portion 
of the droplets are so fine that they float in 
the air fully a half-hour. On several occa- 
sions these droplets have been shown to 
contain bacilli. In houses, shops, stores, 
crowded street-cars and factories with poor 
ventilation, it is easy to convey the live, 
active, vigorous tubercle bacilli in this way 
from one human lung to another. The his- 
tory of many cases of tuberculosis is 
strongly suggestive that this method of 
transmission of the germs is a real factor 
in infection. 

Tubercle bacilli have been found on the 
hand after it had been coughed upon by the 
tuberculous owner. They are not suff- 
ciently numerous however to be alone a 
source of serious danger, but this method 
of infection should be considered. They are 
usually wiped off on the door-knob, cloth- 
ing, or other article touched. Tuberculous 
patients and those about them should 
always wash their hands before eating, and 
should not handle foodstuffs for others. 

Tubercle bacilli in numbers are fre- 
quently caught in the dried mucus on the 
lips. Kissing is disapproved. The spoon 


appears to be the worst carrier of the germs 
of all table implements. The use of indi- 
vidual drinking cups is a wise precaution. 

Flies are pestiferous animals. They have 
hairy feet and legs and can carry tubercle 
bacilli in large numbers in the sputum and 
deposit them on the food. They also eat 
the bacilli-laden sputum, cultivate the 
germs, and pass them in increased numbers 
in the stool. They are a source of danger. 

Pathologists, surgeons and others who 
handle tuberculous products occasionally 
become locally infected. A healthy skin 
does not permit infection, but a slight lesion 
through the epidermis favors it. The tuber- 
culous lesion in the skin usually remains 
local. 

If all the tubercle bacilli in the sputum 
that is expectorated on the ground, floors 
and other places remained alive and the 
sputum was dried and carried in the 
atmosphere as dust, sufficient tubercle 
bacilli would enter the respiratory tract and 
alimentary canal to infect fatally the entire 
population. But fortunately that does not 
happen. Air, sunshine and drying kill so 
many and weaken so many others that the 
majority of people escape alive. Many, 
perhaps all of the population in populous 
centers, have some tuberculosis. The little 
bit of tuberculosis develops an immunity 
and is a power against reinfection. The 
more virulent the bacilli in the slight and 
inactive lesion, the greater is the immunity. 

We all have a. natural resistance to the 
tubercle bacillus; in some the power is 
greater than in others; yet it is not easy 
to solve this problem of infection: because 
we are not all exposed to the same number 
of bacilli and the germs are not possessed 
of the same virulence. Races appear to 
differ. The negro race and the Indians 
have a higher morbidity and mortality than 
the whites, but that is not a sufficient 
explanation. Their mode of life is widely 
different. However, in the sanatoriums, 
hospitals, and institutions, where they live 
together and in the same way, the result is 
the same or nearly the same as it is at 
home. 
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There are those who believe that the 
primary infection, only, is exogenous. This 
usually occurs in childhood. Later disease 
is an extension from the initial lesion. The 
view is that an attack of measles, whoop- 
ing-cough, influenza, excessive worry, work 
or exposure to the elements, insufficient 
food, pregnancy, prolonged lactation, any 
condition which lowers the general vitality, 
is capable of clanging a quiescent lesion 
into one of serious gravity. That is the 
theory, and clinical observation frequently 
is in harmony with it. The advocates of 
this view do not stop with part of the rein- 
fection, but insist that all extensions of the 
tuberculous process are endogenous, and 
. that a person having a little tuberculosis 
cannot be infected exogenously. 

Endogenous infection is due to the fact 
that the tissues are not able to hold the 
bacilli in check. The germs are allowed to 
grow until they become numerous enough 
to break through the incarcerating wall and 
enter new territory through the lymphatics 
or blood stream. No extension occurs till 
the tubercle bacilli become numerous 
enough to exceed the defensive power of 
the immunity. If exogenous infection 
occurs the same relationship between the 
attacking power of the bacilli and the 
defensive power of the tissues must obtain. 
In either case it means that an overwhelm- 
ing dose of the tubercle bacilli, vigorous and 
ready for action, is placed in the body. Is 
this possible in infection from without? 
Most investigators believe it is not only 
possible, but that it actually occurs in a 
substantial number of the cases. The 
constant inhalation or swallowing of 
unusual numbers of living, virulent bacilli 
can produce a cumulative power of attack 
sufficient to vanquish the defensive force. 
The lymphatics and blood-vessels are the 
channels through which the germs may be 
transported to any part of the body. 

From tuberculosis in its manifold loca- 
tions in the human body approximately one 
hundred and fifty thousand persons die 
annually in the United States. It heads the 


mortality list. The average morbidity is 
from three to five years. Some minds are 
so constituted that they try to change 
everything into its equivalent in dollars. The 
loss of earning power, the medical and 
nursing expense of the patient and the loss 
from the productive power due to the 
premature death have been estimated to be 
at least four thousand dollars per death. 
That does not appear to be excessive. But 
that produces the appalling annual financial 
loss to the United States of six hundred 
millions of dollars. 

More than half of the deaths occur 
between fifteen and forty-six. Many of 
them are fathers or mothers, the wage- 
earners or the caretakers of the home. 
They are crippled during the productive 
period of life; most families feel the 
financial burden and many of them are 
reduced to penury. The tubercle bacijlus 
leads all bacteria in the production of mor- 
bidity, mortality, and poverty. 

Prevention of tuberculosis is better, 
easier and cheaper than cure. A healthy 
person is better than a repaired one. How 
can the disease be prevented? Have the 
children well born; keep the body well 
nourished by an abundance of suitable 
wholesome food; have people live in 
roomy, airy, well-lighted, heated, dry and 
clean houses; wear sufficient suitable cloth- 
ing, live part of the time in the open air, 
avoid all excesses, and keep the tubercle 
bacillus from gaining access to the body. 
Cook the food, pasteurize the milk, avoid 
kissing tuberculous subjects, and do not 
use eating or drinking articles in common 
with the consumptive; wash the hands 
before eating, swat the fly, carefully dress 
all tuberculous ulcers and abscesses, and 
burn the dressings. The appalling danger 
is in the coughing, sneezing, and expectorat- 
ing. This can be effectually met by holding 
a paper napkin close in front of the mouth 
and nose during the coughing and sneezing, 
and by expectorating into a paper spit cup, 
all of which can be burned. The only safe 
tubercle bacillus is a dead one! 











A Confusing Inflammatory Process Due to 


Implanting Radium Emanation 
Tubes in the Tongue 


BY ROBERT E. FRICKE, M.D. 
Baltimore, Md. 


Carcinoma of the tongue is one of the 
most difficult and disappointing conditions 
with which the physician treating malig- 
nant growths has to deal. The causative 
factors—syphilis, tobacco, and faulty hy- 
giene of the mouth—are fairly universally 
agreed upon. The obstacle to successful 
therapy is the rich lymphatic supply of the 
tongue and adjacent structures, permitting 
rapid extension to the submaxillary, sub- 
mental, sublingual, carotid and deep cervi- 
cal glands. Until the advent of radium 
therapy in this disease, wide surgical ex- 
tirpation of the involved area had been the 
only successful method. The cautery is 
superior to the cold knife. 

To date radium therapy has yielded even 
better results than surgery alone, accom- 
plishing cures in at least half of the early 





operable growths,’ and providing allevia- 
tion of pain and prolongation of life in 
extensive, advanced cases. Of the various 





1Curtis F. Burnam: “The Treatment of Cancer of 
the Tongue;” an address delivered Dec, 18, 1921, before 
the Southern Surgical Association. 


methods of application of radium the most 
efficacious has been found to consist of 
burying tiny bare glass tubes containing 
emanation into the diseased tissue and a 
small surrounding zone of healthy tongue. 
The tiny glass spicules employed are 





threaded into the ends of hollow steel 
needles; these needles are inserted into the 
growth and the emanation tubes are ejected 
by pressure on the obturators. The im- 
plantation is rendered almost painless by 
use of morphine before the operation and 
also by injecting the lingual nerves with 
one-per-cent novocaine solution when the 
lesion is in the anterior portion of the ton- 
gue, and injecting into the substance of 
the tongue itself for posterior tongue 
lesions. The emanation is active over a 
period of about a month, losing approxi- 
mately one-sixth of its potency per day. 
One case illustrative of this technique 
and of its possibilities follows: On June 3, 
1922, a Spanish lawyer from Bogota, S. A., 
entered the Howard A. Kelly Hospital for 
treatment of an epithelioma on the under 


























surface of the tongue. He was a man of 
sixty-three, in good general health. The 
family history was negative to cancer and 
the past history was unimportant. He had 
not used tobacco for the past thirty years. 
The ulcer in question began thirty-five 
days before admission as a small lesion on 
the ventral surface of the tongue, to the 
right of the midline. It had grown slowly, 
and was not painful. 

Examination showed an epithelioma one 
and a quarter centimeters in diameter, 
raised four millimeters above the surround- 
ing normal mucosa, on the right ventral 
surface of the tongue toward the tip. The 
surface of the growth was pale and granu- 
lar. There was moderate infiltration of 
the surrounding tongue tissue, but no in- 
volvement of the floor of the mouth. No 
enlarged glands were palpable in the neck. 





The trouble was localized in the tongue; 
an early, operable case (Fig. 1). The blood 
Wassermann was negative, as was the 
general physical examination. Radium 
treatment was decided upon. 

On June 4, Dr. Curtis F. Burnam and I, 
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employing the bare tube technique described 
above, implanted ten points of seven-tenths 
of a millicurie each, distributing them 
equally throughout the epitheliomatous area. 
The endeavor here, as in all similar cases, 
was to distribute one spicule of emanation 
to each cubic centimeter of malignant tissue. 





During the following ten days the usual 
reaction occurred, characterized by some 
edema, but no pain and no sloughing of the 
tissues. Ice compresses and mild mouth- 
washes were used; no sedatives were re- 
quired. On June 20 it was noted that the 
growth was rapidly disappearing. On July 
6 for the first time a lump was felt in the 
right side of the tongue, rather like a small 
marble. It was 2 cm. in diameter and was 
firm and painless, and remained unchanged 
during the next two weeks of observation. 

This nodule was an unexpected and puz- 
zling complication. Decision as to whether 
it was malignant or inflammatory could 
only be reached by observation over a long 
period of time. As the patient was anxious 
to return to South America, operation was 
decided upon to settle the question. Ac- 
cordingly on July 22, under novocaine anes- 
thesia, and with the actual cautery the 
segment of tongue containing the nodule 
was extirpated (Fig. 2). 

There was no postoperative bleeding 
and no complications. The tongue healed 
rapidly (Fig. 3), and when finally examined 
August 22 there was a perfect result and 
no glands were felt in the neck. Speech 
and deglutition were unimpaired. 

Examination of the specimen: Macro- 
scopically, the specimen measured two and 
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a half by four and a half centimeters and 
contained in its center a nodule two centi- 
meters in diameter. Section through this 
showed two small areas of necrosis, appar- 
ently where emanation spicules had been 
introduced, surrounded to a depth of one 
centimeter by a zone of scar tissue. Grossly, 
there was no evidence of growth (Fig. 4). 
Microscopically, histological examination 
bears this out (Fig. 5). The camera lucida 
drawing of the low-power field shows the 
edge of one of the cavitations caused by a 
radium needle: typical radiated tissue is 
seen, with the usual necrosis and hyaliniza- 
tion, with lymphocytic invasion and pro- 
liferating stroma. The oil immersion field 





also reveals swollen, loosened hydropic cells 
with pycnotic nuclear fragments, but no- 
where can carcinoma cells be discovered. 

Conclusions: Radium by the bare tube 
technique is able to rapidly and completely 
destroy lingual cancer. It however may 
produce inflammatory reactions as in the 
case cited. 

It is important, we believe, to limit the 
needling to areas actually diseased, and 
furthermore the appearance of tumefaction 
should not give alarm. Where possible the 
patient should be kept under observation 
until a decision can be made without opera- 
tive removal. We know that these radium 


necroses ultimately heal in a fine scar. 











Wiring and Electrolysis of Aortic Aneurism— 
Report of a Case 


BY R. D. FORBES, M.D., F.R.C.S. (Eng.) 


Seattle, Washington 


The following case is recorded because 
of the success obtained in relieving pain of 
a very severe character, and because it has 
been possible to examine the patient at in- 
tervals over a period of eighteen months. 
It is a fair assumption that life has been 
prolonged to that extent, because, when 
first seen, the patient was unable to take 
food in sufficient quantity and required in- 
creasing doses of morphine to make the 
pain bearable. Improvement was early and 











Fic. 1.—Showing projection of aneurism through right 
chest wall. 


continued, and for some months the patient 
has been earning his living as a carpenter. 

M. M. was referred to me by Dr. P. V. 
von Phul on March 8, 1921, for the surgical 
treatment of an aneurism which projected 


below the clavicle on the right side. The 
patient’s principal complaint was pain in 
the right arm and in the upper part of 
thorax. He suffered from spasmodic cough 
and dyspnea on exertion and was unable to 
stand erect. 
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There was nothing of importance in the 
family or personal history. Syphilitic in- 
fection was denied. The history of the 
present illness dates back to his first symp- 
tom of coughing and pain in the right arm 
which began in 1918. A year later a slight 
swelling was noticed to the right of the 
sternum. While in a small mining town in 
August, 1920, he was persuaded to submit 
to an exploratory incision on the diagnosis 
of a probable malignant tumor. The scar 














Fic. 2.—Showing a lateral view of projecting 
aneurism. 


of this incision shows clearly in the accom- 
panying photograph (Fig. 1). 
Examination of the patient showed a large 
pulsating tumor on the right of the sternum, 
occupying the regiorl of the second and 
third ribs ; its diameter was approximately 7 
cm. The fluoroscope corroborated the diag- 
nosis of aneurism of the aorta, and showed 
it to be distinctly sacculated in form. Its 
transverse extent was 21 cm. The pulse-rate 
was 84, and the blood-pressure 98-70. Was- 
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sermann 4 plus. There was marked disten- 
tion of the superficial veins of the chest and 
abdomen anteriorly and a slight general 
cyanosis. The second aortic sound was ac- 
centuated and the apex beat was in the fifth 
interspace. The tumor itself had a forcible 
pulsation both lifting and expansile. The 
skin over the tumor was non-adherent and 
of normal consistency. There was a marked 
tracheal tug. No thrill or bruit was present 
over the tumor. 

While preparation was being made for 
the operation of wiring, the patient was 
treated by salvarsan therapy. This pro- 
duced no improvement in his general con- 
dition. Delay was caused in procuring 
suitable wire, which had to be manufactured 
locally, and the operation was not carried 
out until April 20, at which time the pa- 
tient’s condition was serious. The tech- 
nique employed followed closely that of 
H. A. Hare, fifteen feet of platinum-gold 
wire being introduced into the sac. The 
needle was insulated by the application of 
French lacquer before sterilization in the 














autoclave, and care was taken to have a 
free flow of blood through the needle before 
the wire was passed. Dry cells were em- 
ployed for the current, which was gradually 
increased from 5 to 50 milliamperes, and as 
gradually decreased over a period of fifty 
minutes. 

No difficulty was experienced in the in- 
troduction of the wire, as considerable care 
had been taken in preliminary practice in 
passing it from the spool through the needle. 
No discomfort was experienced by the 
patient during the passing of the current, 
and he expressed himself as suffering less 
pain almost immediately. Improvement 
was considerable during the next few days, 
and at the end of three weeks he said his 
pain was relieved entirely. The tumor at 
that time had decreased but slightly in size, 
though pulsation was perceptibly less 
marked. 

On May 31, 1921, the fluoroscope showed 
the wire to be within the sac, and the plate 
(Fig. 3) which is reproduced with this 
article was taken. On September 20, 1922, 





Fic. 3.—Showing wire coiled in aneurismal sac. 
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the patient stated that he continued to be 
entirely free from pain, suffered only slight- 
ly from dyspnea on exertion, and had no 
severe coughing spells. The accompanying 
photographs were taken on that date. The 
external tumor had contracted somewhat in 
size, though the fluoroscope showed little 
change within the chest. The consistency 
was much harder, however, giving the sen- 
sation of a solid clotting within the sac. 


SUM MARY. 


1. The patient had the usual findings for 
tertiary syphilis. 
2. The aneurism was definitely saccu- 


lated and had extensively eroded the second 
and third right ribs anteriorly. 

3. Wiring and electrolysis gave complete 
relief of pain, and the patient’s life has un- 
doubtedly been prolonged. 

To quote Hare: “If by ‘cure’ is meant 
the total disappearance of all signs of the 
disease, there is, of course, no cure. But if 
by ‘cure’ we mean the relief from agonizing 
pain, diminution in the size of the growth, 
clearing up of distressing pressure symp- 
toms, and prolongation of life, when death 
seems imminent, then the operation is justi- 
fied, the more so as it seems to be of little 
danger.” 





Note on the Treatment of Gonorrhea 


BY J. WALTER LAYMAN, M.D. 
Hagerstown, Md. 


The immediate inspiration for the prep- 
aration of this note came from reading a 
paper in the September, 1922, issue of 
THERAPEUTIC GaAzETTE, “Treatment of 
Gonorrheal Urethritis in the Male.” 

It occurs to me that the proper way to 
do a thing is to work together. Possibly in 
no other disease of so frequent occurrence 
do we have such a diversity of opinions and 
methods as obtains in the treatment of 
gonorrhea in the male. [ think some of 
this confusion come about in an 
attempt by some at “short-cut” methods. 
We must not overlook the fact that a gonor- 


has 


rheal infection is a serious and troublesome 


disease. 

It is the purpose of this note to add my 
conclusions to those of Dr. Lippincott, in 
the hope that it may, in a measure, help to 
standardize, as far as possible, the treat- 
ment of urethritis. If a few of us can 
agree on certain points, it should help 
others in the same field. 

As to internal medication in the treat- 
ment of the acute stage, I agree with, the 
above named author in the use of sodium 
citrate and sandalwood oil. In fact with 


me it is almost routine treatment, and I 
prescribe it as follows: 


Olei santali, 3iv; 
Pulv. acaciz, q.s.; 
Sodii citratis, 3j; 
Aque menthe pip., q. s. ad 3iij. 
M. Sig.: 
time. 


3j in water after meals and at bed- 


I will dismiss the discussion of the value 
of internal medication in this disease with 
the statement that this treatment is of very 
considerable value in cutting short acute 
attacks, and lessens the pains. 

As to the use of the hand syringe I join 
Dr. Lippincott to condemn it in the routine. 
I am sure I have better results without it 
than with it. You cannot instruct most 
patients properly in its use; or they will not 
follow the instructions. The place for the 
treatment is in the doctor’s office. 

There are, however, cases with much 
purulent discharge which can be, with 
advantage, given the hand syringe. For 
this condition the old remedy of potassium 
permanganate one-half grain to the ounce, 
and used every four hours, serves well. If 
a more astringent solution is desired, the 
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preparation of zinc sulphate and lead 
acetate, one grain each to the ounce, will 
suffice. 

In properly treated cases which recover 
within three weeks, I think the percentage 
of posterior urethritis may be said to be 
very small. But in cases lasting more than 
three weeks, as a rule, the number having 
posterior urethritis varies directly in pro- 
portion to our willingness to look for and 
our ability to diagnose them. Even in the 
cases which seem to hang on, and little or 
no pus or shreds is discernible to the eye 
in the two-glass test, it is sometimes sur- 
prising to note how quickly they will 

‘respond to a posterior, or through-and- 
through, irrigation of a 1:5000 solution of 
silver nitrate. The lesson to learn is that 
practically every case of gonorrhea lasting 
over twenty-one days is no longer a simple 
anterior urethritis, but a posterior condition 
as well, whether there be symptoms or not, 
and even in the absence of discernible pus 
and shreds in the urine. 

So far I agree with Dr. Lippincott, but 


as for the use of acriflavine by instillations, 
I do not agree. [ used it back in 1918, and 
sometimes use it now,.but not routinely. I 


don’t like it. It stains and is rather 
expensive without having any great advan- 
tage over other agents. 

As a rule, I begin the local treatment of 
gonorrhea as soon as the case presents 
itself, with one exception, and that is a 
very acutely sore and inflamed urethra. In 
this instance the patient is started on the 
sodium citrate and the sandalwood oil 
mixture, and the acute symptoms are 
allowed to subside. 

In spite of all new agents, silver nitrate 
is my mainstay, and I use it both to irrigate 
and to instil with the exception named 
above. In acute anterior urethritis, I start 
the patient on daily irrigation with silver 
nitrate 1:5000 solution, and after a few 
days get it up to 1:3000 strength, and use 
at least a quart of the solution. Often the 
first treatment will greatly lessen the dis- 
charge. This treatment is carried out once 
a day, usually for a week or ten days; then 


every second day, as progress is made, until 
that stage is reached where there appears 
that “morning drop.” When the treatments 
are carried out once or twice a week, the 
strength of the solution is increased to 
1:3000, using a liter at each treatment. 
Care must be taken to not have the 
reservoir too high above the point of exit 
for the liquid; this distance should not be 
more than 2%4 feet for irrigation of the 
anterior urethra. 

With this method we have at our com- 
mand a strong germicide in abundant quan- 
tities, which serves to distend the urethral 
folds and wash out the débris. In proper 
solution it also stimulates the urethra, 
which causes an increased blood supply to 
the mucosa. 

In the subacute stage we need something 
a little stronger, and the silver nitrate 
solution is correspondingly increased to 
1:3000. This causes a mild desquamation 
of the superficial layers of the epithelium 
and exposes the gonococci “rests” and 
causes their subsequent expulsion. 

In many cases this is all the treatment 
that is necessary, and should be completed 
in from four to six weeks. 

But for the man who develops a pos- 
terior urethritis during our treatment, or 
the one who comes to us with this compli- 
cation, the treatment is different. 

Posterior urethritis, like anterior, may be 
acute or chronic, and the treatment is 
different. The acute stage may be said to 
be two kinds, the very acute, with passing 
of blood, and extreme pain upon urinating, 
and the less acute with some little pain. In 
the very acute stage “discretion is the better 
part of valor.” It is best treated by the 
hot sitz bath, and the copious drinking of 
water and the sodium citrate and sandal- 
wood oil mixture, until the “edge” passes 
off. Sometimes, however, prompt relief is 
obtained by the very careful instillation of 
one of the milder silver preparations— 
argyrol, or better, because it is just as 
efficacious and does not stain, neo-silvol. 
This is very carefully carried beyond the 
“cut-off” muscle by a deep urethral syringe, 
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and 20 minims are deposited within the 
inflamed urethra. I have seen this treat- 
ment cut short a very acutely inflamed pos- 
terior urethra, relieving the pains and 
distress at once. 

In the less acutely inflamed posterior 
urethra, the above outlined treatment is the 
one of choice and is productive of the most 
good. 

In the chronic posterior urethritis, and 
of necessity an accompanying anterior 
condition, with shreds in the urine, silver 
nitrate irrigation with 1:5000, or 1:3000, 
solution gives me best results. The reservoir 
is raised about two feet above the patient’s 
head and the fluid is allowed to flow into 
the bladder. This treatment should be 
carried out about every third day until the 
shreds are few, then once or twice a week. 

Of course, in old cases one will not forget 
to look for and dilate strictures, locate and 
touch up granular patches, and massage the 
prostate. 

This briefly covers my treatment in the 


general run of cases, and out of a large 
experience has given me the most success. 





Radium as a Curative Agent for 
Tuberculous Glands. 

MoLyNEUx, in the Lancet of October 14, 
1922, states that ever since the discovery 
of radium its therapeutic properties have 
been a subject fascinating both to the 
medical profession and the laity. New uses 
are still being found for this powerful 
agent, and it would appear that the study 
of this science, far from having reached 
the limits of its application, is still only in 
its early stages. The surgical and medical 
treatment of tuberculous adenitis has been 
so unsatisfactory that in 1913-14 he thought 
he would see what could be done for this 
condition by radium. As a result of these 
investigations he is convinced that the day 
of radical operation will soon be past, nor 
will it any longer be necessary to send chil- 
dren thus affected for prolonged ‘periods of 
rest at the seaside, which often interfere 
seriously with their education. The un- 
sightly scars that disfigure the necks of so 


many girls can also now be avoided. A 
cure can be promised to sufferers from 
tuberculous adenitis, early or advanced, if 
they consent to have the treatment properly 
carried out. The treatment is perfectly 
safe, provided that scrupulous attention is 
paid to the technique. He says this because 
recently a few cases have come under his 
notice in which harm instead of good has 
been done by the administration of wrong 
doses of radium. During the period named 
he treated a considerable number of cases 
of every grade—some early cases, others 
with large caseating masses, and several 
with suppuration and secondary infection— 
and in every instance the swellings, and 
even old sinuses, simply faded away. 

In no case in which suppuration had not 
already occurred was any scar left. The 
skin was sometimes a little red for a few 
weeks from the effect of the secondary beta 
rays thrown off from the screen covering 
the radium; more will be said about this 
later. The redness always disappeared. 
The one disadvantage which may prevent 
this treatment becoming general is the in- 
itial cost of the radium, and the ease with 
which applicators are damaged. Since his 
demobilization from the R. A. M. C. he has 
had an opportunity of examining many 
patients whom he treated in 1913-14. In 
none of them can he find any signs of 
recurrence in the glands he then treated, 
nor has he heard of any recurring in other 
patients whom he has not since seen. One 
patient lately developed tuberculosis in a 
different group of glands; this he has 
already cured. In cases of doubtful diag- 
nosis it has been his practice to remove a 
small piece of affected gland and have sec- 
tions cut. 

It is unnecessary to go to the length of 
describing all the initial experiments and 
the concentrations of radium used. The 
following is the technique he now employs: 
The applicators used are square flat ones. 
A convenient size is 2 cm. square, contain- 
ing 15 mg. of radium bromide. He some- 
times employs applicators about twice this 
size, one square inch, containing the same 
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amount of radium. To give a patient the 
same dose of radium with the larger appli- 
cator, the length of exposure is double that 
with the smaller one. 

The radium is spread out on the appli- 
cator, which is made of silver 3 mm. thick. 
It must be mixed with some basis, to cause 
the radium to adhere to the applicator evenly 
and to prevent loss. He used to employ a 
special form of varnish with this object, 
but varnish perishes and is easily cracked 
if the applicator should be dropped, with 
consequent loss of part of the radium; re- 
cently he has used applicators in which the 
radium is incorporated with a form of 
cement instead of varnish, and these are 
less liable to damage. The applicator has 
over it a screen of 1 mm. of silver, then a 
layer of lint, and finally a couple of layers 
of thin gutta-percha tissue tied over the 
whole to prevent any soiling of the screen 
or the radium. The gutta-percha tissue can 
be renewed when the applicator is used for 
a different patient. 

The gamma rays of radium are used for 
this work; the screen of silver absorbs the 
alpha and beta rays, which if used for a 
sufficiently long application would cause a 
burn. A silver screen 1 mm. thick will 
absorb all the alpha rays and 99.9 per cent 
—that is, practically all—of the beta rays. 
When gamma rays emerge from a metal 
surface, such as a silver screen, secondary 
beta rays are set up whose action on the 
tissues is the same as that of the primary 
beta rays, and it is necessary to provide for 
their absorption. The layers of lint and 
gutta-percha tissue suffice for this object. 

The applicator thus protected is strapped 
to the patient, usually to the neck, or 
wherever the tuberculous glands are. Four 
to eight hours is a suitable time for an 
applicator one inch square, and half that 
time for the smaller one. It is better to 
give a shorter rather than a longer dose 
than this. He usually employs two or more 
applicators in order to cover all the dis- 
eased area. 

The frequency of the dosage should be 
twice a week to begin with, and once a 


week when the glands are markedly sub- 
siding. This is an average frequency; the 
effect must be watched and each case judged 
on its merits. Patients vary greatly in their 
reactions to radium, some getting well with 
very few applications, and others requiring 
many. He has known a mild case, in which 
the duration of the disease was about a 
year, recover after two applications. Broad- 
ly speaking patients with early tuberculous 
glands recover soonest; then those in whom 
the glands have suppurated; cases with 
large masses of caseating glands that have 
not broken down take the longest time. 
Treatment is continued till all signs of dis- 
ease have disappeared and all that is left 
are some tiny fibrous nodules. If a patient, 
when first seen, has a cold abscess which 
has not burst through the skin, he always 
aspirates the pus with a large aspirating 
needle in order to relieve tension on the 
skin, before starting radium treatment. The 
skin around the perforation made by the 
aspirator is painted with 2-per-cent picric 
acid in spirit to prevent secondary infection, 
and a small dressing applied; this process 
is repeated as soon as the pus accumulates 
again. It is seldom necessary to aspirate 
more than two or three times, as by then 
the action of the radium will be preventing 
further softening, and absorption of the 
mass will have begun to take place. 

The following appears to him to be a 
possible theory as to how the radium acts: 
In treating carcinoma one gives a dose 
which causes a maximum amount of de- 
struction to the malignant cells; the dose 
necessary to destroy normal cells is about 
twice that necessary to destroy malignant 
growths. This, then, is a destructive dose 
of radium. In treating tuberculous glands 
the dose of radium employed is of exactly 
the opposite type; instead of a destructive 
dose a stimulating dose is given, which 
stimulates the tissues weakened by tuber- 
culous infection to increased vitality, and 
enables the vitalized phagocytes to consume 
the tubercle bacilli, and—the active infec- 
tion having been removed—to help absorp- 
tion of the caseating material. 


























FURTHER INFORMATION IN RE- 
GARD TO ALCOHOL. 





The establishment of prohibition, or the 
disuse of alcohol as a beverage, has in no 
way settled the question of the value of 
alcohol as a medicament, and it behooves 
us from time to time to peruse literature 
which will keep us abreast with the most 
recent and best scientific views concerning 
this important matter. At times there is 
danger of the medical profession using a 
drug too much; at other times too little. 
Some are fanatically opposed to alcohol as 
a drug as well as a beverage, but more 
physicians believe it useful than those who 
condemn it. 

At the recent meeting of the British 
Medical Association (British Medical Jour- 
nal, August 5, 1922), in the Section on 
Medical Sociology, a most interesting and 
important contribution was made by a 
number of noteworthy investigators and 
clinicians. 

The communication of Mellanby, who 
has done more to put the matter of alcohol 
and its influence on the human body in a 


safe and sane position than any other in- : 


vestigator that we know of, opens the dis- 
cussion and uses as the first sentence in 
the course of his remarks these words, 
which are worth quoting: “The advantages 
of alcohol as a beverage are so obvious to 
some and its disadvantages so thoroughly 
realized by others that, until recent years, 
scientific discussions of an impartial nature 
of problems centering round it were rare. 
It seemed to the average man to be a sub- 
ject which required no special knowledge 
in order that he should either strongly favor 
it as a great blessing to mankind or de- 
nounce it as the greatest curse. Fortunately 
the point of view is gradually altering, and, 
while we realize that the problems presented 
by alcohol, in its relation to human exist- 
ence, are of the most pressing importance, 
we also believe that a true judgment can 
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only be arrived at by a careful consideration 
of the facts.” 

He clearly differentiates between alcohol 
which is used as a beverage by healthy peo- 
ple and alcohol as a medicine which is ad- 
ministered in sickness. Notwithstanding 
the innumerable investigations which have 
been made all over the world, he still be- 
lieves that our knowledge on both of these 
subjects is “somewhat meager,” which is, 
perhaps, an unfortunate way of expressing 
his views. Our knowledge is certainly not 
meager, but it is not complete. 

He then goes on to point out that by far 
the most important action of alcohol as a 
drug depends upon its power to modify the 
functions of the nervous system, and that 
this is due in all probability to the fact that 
the nervous cells have a high lipoid con- 
tent. It does not act as a stimulant to the 
nervous system, but as a sedative or nar- 
cotic, and Mellanby asserts, and we think 
correctly, that its popularity as a beverage 
depends upon its property of inducing 
changes in the nervous system which in the 
overwrought or overworked man are ad- 
vantageous. 

He points out that in recent times our 
knowledge of the function and mode of 
action of the nervous system has advanced 
sufficiently to inform us that the outstand- 
ing function of the cerebral cortex is to 
restrain and inhibit many of the activities 
of the lower and earlier developed parts of 
the nervous system, or in other words, that 
the cerebral cortex influences the thalamus 
which controls our emotions, or again, to 
put it differently, the cerebral cortex is a 
great brake upon the more emotional cen- 
ters, antagonizing overaction of the cere- 
bellum and exercising a steadying effect on 
the spinal cord. Because of this action we 
can easily understand such symptoms as 
loss of judgment, memory, and power of 
association, and we can also understand that 
when alcohol is taken in proper amounts, by 
quieting cerebral protoplasm, it enables it 
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the better to perform its function of in- 
hibiting tissues lower down in the nervous 
system both anatomically and in point of 
time of their original development. It is 
true that small doses, by depressing the 
higher centers, may release the brake in the 
thalamus and so allow the emotions greater 
play. Therefore it appears that Mellanby, 
with many others, classes alcohol as a nar- 
cotic, but he does not consider that this is a 
reason for its being tabooed as a beverage 
or therapeutic agent, because narcotics have 
their sphere of usefulness, to use his words, 
just as certainly as have stimulants, and 
alcohol, again to use his words, may be 
taken as a beverage by the average man in 
order to escape at least for a time the 
strain of existence. 

As an illustration of the value of its seda- 
tive effect, he says that nothing is more 
certain than that worry has a depressing 
influence both on the secretion and motion 
of the stomach and thereby may induce or 
exaggerate dyspeptic conditions, and, con- 
sequently, we may relieve them by obliterat- 
ing such worry. 

He admits that the effect of alcohol upon 
the heart needs more study, and adds that 
clinically, in the opinion of many physicians, 
its action is most valuable, but how this 
good effect is produced is still in doubt. 

Concerning the influence of alcohol as a 
food, he agrees with Atwater and Benedict, 
and all other careful investigators, that it 
is capable of giving the body a large amount 
of energy, and it has the further advantage 
that it requires no digestion and is rapidly 
absorbed. Mellanby cites experiments with 
large and small quantities of alcohol in 
regard to this important matter, proving 
that 10 cc of alcohol an hour would give a 
man 1300 calories per diem, which would 
represent about 40 per cent of his total 
heat loss. He also recognizes that these doses 
are far in excess of those which ought com- 
monly to be given. He thinks that the 
value of alcohol in diabetes is notable, for 
this reason, since alcohol can be oxidized 
without causing the production of sugar. 

An important clinical fact upon which 
he lays emphasis is that alcohol is best util- 
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ized by the body as a medicinal substance 
when it is given every hour or every two 
hours in moderate quantities rather than 
twice or thrice a day, stating that alcohol 
is burnt up by the average diabetic at the 
rate of 7 to 10 cc per hour, without at any 
time producing anything more than a trace 
of intoxication; or to put it differently, if 
the patient sleeps eight hours a dose of 7 cc 
of alcohol may be given every hour for 
sixteen hours, which will give the patient 
630 calories. He recommends further that 
the alcohol should be diluted to five or six 
per cent strength, since under these circum- 
stances it is absorbed over a longer period 
of time, is less apt to be irritating to the 
stomach, and maintains its influence from 
hour to hour. The frequency of dosage 
and high dilution are the two points which 
he chiefly advocates in regard to alcohol as 
a medicine. 

Mellanby well points out, however, that 
alcohol is a peculiar foodstuff in that it 
does not act efficiently as a food by itself. 
Carbohydrates and proteins must be taken 
in order to permit alcohol to exercise its 
best effects, particularly proteins. In other 
words, these food substances start off the 
metabolic processes which enable alcohol 
to give of itself full value, all of which 
means that alcohol when used as a medicine, 
or even as a beverage, does its best when 
taken with food. 

Another point of importance is the weight 
of the individual. It has been found that 
there is a great difference in the ability of 
patients to oxidize alcohol according to 
weight, but this difference is not equal. 
Thus a man weighing 200 pounds does not 
utilize his alcohol in twice the quantity of 
a man weighing 100 pounds but in more 
than twice the quantity. 

Mellanby emphasizes once more the im- 
portance of diluting alcohol if its toxic 
effects are to be avoided, pointing out that 
the more it is diluted the less intoxicating 
it is even if the same amount of alcohol is 
taken within a given period of time; thus 
a 3-per-cent beer has much less influence 
than a 5-per-cent beer even if the total 
quantity of alcohol ingested is identical. 























Again, Mellanby notes the influence of 
various food substances in inhibiting the 
rapidity of the absorption of alcohol, not- 
ably milk, which is active in direct propor- 
tion to the quantity of cream which it con- 


tains. This is illustrated by the popular 
idea that milk punch can be drunk more 
freely than can spirits and water. Exer- 
cise often aids materially in increasing its 
utilization or oxidation in the body. 

In the discussion of Mellanby’s paper, 
MacCurdy of New York covered many of 
the facts in connection with alcohol and 
alcoholic psychoses, recognizing to the full 
its deleterious effect in those who have a 
badly balanced nervous system. 

‘Toward the close of his discussion he 
points out that the prohibition enthusiasts 
are prone to claim that the abolition of alco- 
hol as a beverage would cause no one any 
harm and prevent all the misery now laid 
at the door of inebriety, but he then goes 
on to say that if alcohol did nothing for 
the drinker except harm him their claims 
would be justified. But this is unfair, be- 
cause we live in an imperfect world and 
have not yet gained the capacity to govern 
our own instincts, so that alcohol is often 
a crutch that man has discovered to help 
him with this disability. “Some patients 
find they can walk and even run when their 
crutches are taken from them, but the 
majority need some artificial support,” yet 
MacCurdy by no means minimizes the fact 
that oftentimes those who need a crutch, 
so to speak, very badly, are in the end 
made the more feeble by their abuse of 
this support. 

Last of all, we call attention to an inter- 
esting paper by Professor Collis of the 
Welsh National School of Medicine con- 
tributed to The World’s Health and pub- 
lished at Geneva by the League of Red 
Cross Societies. In its issue for July this 
author uses two sentences which we think 
are pregnant with interest: “The connec- 
tion between the alcoholic habit and indus- 
try is usually presented from the point of 
view of the employer, who draws attention 
to the harmful effect exerted by intem- 
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perance upon lost time, the occurrence of 
accidents, output, and efficiency. These 
matters are of great import. Sight is, how- 
ever, apt to be lost of the influence exerted 
by industry upon alcoholism—.e., of the 
part which modern industrial life has played 
not only in creating a desire for alcoholic 
beverages when conditions of work are 
unfavorable, but also in limiting alcoholic 
tendencies when occupation raises the so- 
cial position of the worker.” 

“Modern industry was implanted almost 
suddenly upon a system of production which 
had seen but little alteration throughout 
historic times. The key-note has been mass 
production with subdivision of processes, 
each depending on its predecessor with suc- 
cessors depending on it; the whole rendered 
possible by the introduction of power-driven 
machinery. Hence the worker has found 
himself compelled to keep the pace of the 
factory, and is no longer left as was the 
craftsman of old to work at his own rate 
and pleasure.” 

“At the same time employment has be- 
come more regular. No longer is industry 
dependent upon a full reservoir to drive 
machinery, or upon wind to turn the mill. 
Coal is ever present to supply the needed 
energy. Simultaneously, although power- 
driven machinery renders possible what 
human labor could not effect, new and 
tiring processes have come into existence; 
work in a modern shipyard is more strenu- 
ous and continuous than when vessels were 
constructed of wood; the labor of lading 
and unlading them similarly calls to-day 
for more rapid action; the miner, 1000 feet 
below the surface and perhaps a mile out 
from the pit shaft, has a more strenuous 
life than his predecessor who walked into 
the working and got what coal was easily 
accessible; the iron puddler and blast fur- 
nace-men face heavier tasks than of old; 
the textile operative is more driven than 
when spinning and weaving were home 
industries; the making of pottery is no 
longer a leisurely concern wherein the ware 
was burnt in a kiln heated by a wood fire; 
the cordwainer who made a complete boot 
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is now replaced by the factory operative 
who only carries out one of some 80 pro- 
cesses; the driver of a locomotive, a lorry 
or motor bus, must always be on the alert, 
and cannot snatch forty winks whilst trust- 
ing to his horses to keep jogging along as 
did the whip of a stage coach, or a carter 
on his way to market.” 

It is only proper to state, however, that 
Professor Collis recognizes the very defi- 
nite deleterious effect of alcohol when it is 
abused and quotes the old saying “Beware 
of the Greeks bearing gifts.” 

The whole story can be summarized by 
saying that alcohol used wisely is a good 
thing and used unwisely is a bad thing. 
This statement also can be made with equal 
truth as to milk and exercise. 


ON THE INTRAVENOUS INJEC- 
TION OF QUININE. 


A very large number of our readers are 
brought in constant contact with malarial 
infection and are, therefore, interested in 
the important question of how quinine 
should be administered to get the best 
results, particularly in severe cases. 

It will be recalled that in India much 
conflict of opinion has arisen between those 
English physicians who believe in the 
intramuscular injection of quinine and 
those who are bitterly opposed to it on the 
ground that such injections result in 
indurated areas, abscess formations and 
sloughs, and sometimes tetanus. It is fair 
to state that the frequency with which 
tetanus has developed after intramuscular 
injection is noteworthy, although with 
strict antiseptic precautions, particularly if 
the patient has not been in contact with 
those places or animals which are associated 
with tetanus infection, this danger is prob- 
ably exceedingly remote. 

Our readers will recall that several sur- 
geons in the United States Navy on tropical 
service have reported encouragingly upon 
the intravenous injection of quinine, and, 
again, it will be recalled that during the last 
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few years we have published in these 
columns remarks which were based upon 
the value of intravenous injections, and 
have discussed the question as to whether 
these injections should be dilute or whether 
they should be concentrated. The question 
as to whether an intravenous injection 
should be dilute or concentrated is, per- 
haps, one which is not of great importance, 
since the manner of injection influences the 
result quite as much as the bulk of the in- 
jected fluid, for it is manifest that if a con- 
centrated solution is given very slowly 
indeed its effect in the body, if it is diluted 
drop by drop with blood, is equivalent to a 
more dilute solution given rapidly, with the 
additional advantage that the patient is not 
exposed to the disagreeable or deleterious 
effects of injecting a very considerable 
amount of water, which, unless it has been 
distilled as well as sterilized, may induce a 
reaction entirely independent of its quinine 
content. 

It would appear, however, that the debate 
between those who advocate the injection 
of strong solutions in small bulk and those 
who advocate dilute solutions is still being 
carried on, for in a recent issue of the 
London Lancet Brahmachari renews his 
assertion that a dangerous fall of blood- 
pressure may follow the use of a concen- 
trated solution of quinine, but he also points 
out, as we have already indicated, that, after 
all, the whole problem depends upon the 
amount of quinine passing through the heart 
every second, and, therefore, the slower the 
injection the less the danger. As the blood- 
pressure in many cases of malarial infection 
is already abnormally low, the danger from 
its being still further depressed is a factor 
which cannot be ignored, and, therefore, 
this author asks the question as to whether 
there is any advantage in diluting the 
quinine solution, or if there is any danger 
in using the drug in such strength that 15 
grains of quinine bihydrochloride are dis- 
solved in 5 cc of water, giving the injection 
in as brief a space as 75 to 100 seconds? 

As a result of Brahmachari’s clinical 
experience, he believes that the amount of 















quinine injected in a vein at the bend of 
the elbow should not be more than 1/120 
of a grain per second, or half a grain per 
minute, which would mean that 10 grains 
would take twenty minutes for injection. If 
the ten grains is very much diluted, the 
injection can, of course, be given some- 
what more rapidly but with so little 
increased speed that no advantage is gained, 
and Brahmachari thinks that instead of 
large quantities of saline being advan- 
tageous when a patient is suffering from 
pernicious malaria, and in collapse, they are 
distinctly disadvantageous, not only failing 
to raise the blood-pressure, but being prone 
to induce pulmonary edema. In his clinical 
experience, the systolic pressure under 
quinine injections tends to fall and the 
diastolic pressure to rise, which means a 
decrease in pulse pressure. 

While it would seem from some of the 
arguments adduced so far that concentrated 
solutions are more advantageous than dilute 
ones, provided only that they are given 
very slowly, Brahmachari votes distinctly 
in favor of the use of bihydrochloride of 
quinine in a strength which does not exceed 
1:300, and asserts that it should be injected 
at the rate of 10 cc per minute in patients 
above fifteen years of age and only 5 cc 
per minute in patients below fifteen years 
of age. 

The time at which a fall of blood-pres- 
sure ensues may be immediately after the 
injection or some minutes after the injec- 
tion has been completed, or when there is 
every reason to believe that the quinine 
has been well diluted in the circulation. 
When it appears late it would seem to 
develop no matter what the dilution of the 
injection has been, but it is noteworthy that 
in this investigator’s experience the immedi- 
ate fall in blood-pressure is much more 
prone to be fatal than that which appears 
some minutes after the injection is finished. 

The question next arises as to whether 
any measure may be taken which will com- 
bat the tendency of quinine to reduce blood- 
pressure to a dangerous point in a malarial 
patient in whom the pressure is already 
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abnormally low. From  Brahmachari’s 
experience he believes that the patient 
should be guarded by an _ intravenous 
injection of pituitrin or adrenalin given 
immediately before the quinine is adminis- 
tered. 





FACTORS IN THE TREATMENT 
OF RICKETS. 





It has been the general opinion of the 
medical profession for many years that 
rickets was a condition entirely dependent 
upon errors in diet, chiefly along the line 
of articles incompetent to maintain nutrition 
or so difficult of digestion that the child 
could not utilize them. 

Studies which have been made upon the 
vitamins, as all our readers know, have 
shown that the absence of the normal 
vitamin content in foodstuffs is an impor- 
tant factor in rickets, or to express it 
otherwise, even if foodstuffs are easily 
digested and contain the normal number of 
calories, nevertheless if their vitamins 
have been destroyed, nutrition does not 
progress normally. It has also been recog- 
nized, more or less indirectly, that hygienic 
factors, or unhygienic factors, are impor- 
tant in the development of this unfortunate 
condition, and in general terms it has been 
recognized that fresh air and sunshine were 
useful to rachitic children just as it has 
been recognized that fresh air and sunshine 
are useful to adults. 

From time to time within the last few 
years articles have been published indicat- 
ing very clearly that sunshine has a very 
definite therapeutic value in these cases, not 
only in the sense of preventing the develop- 
ment of rickets, but also in aiding in the 
relief of the patient. Furthermore it has 
been shown that sunshine reaching a child 
through window glass is deprived very 
largely, if not entirely, of its therapeutic 
value; in other words, direct sunshine is 
essential. 

It is interesting to note, too, that other 
light rays than those of the sun can be 
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utilized as a substitute with apparent 
perfect success, and this has -been shown 
not only in animals, but in human beings, 
which is an important discovery in view of 
the fact that various circumstances may 
make heliotherapy impossible. It has also 
been found that very prolonged exposure to 
rays of light derived from _ electrical 
apparatus is not essential, a comparatively 
brief treatment each day being sufficient to 
produce the results desired. 

The most recent research along this line 
with which we are familiar is one which 
has appeared in the Journal of Experimental 
Medicine by Hess, Unger, and Pappen- 
heimer. They did not use human beings in 
their investigations, but employed black and 
white rats. They found that young rats on 
a diet low in phosphorus can be protected 
from rickets by radiations with sunlight 
for about fifteen minutes daily, although in 
winter months a longer time is essential. 
They also confirmed the view already 
expressed that the efficient rays of the sun 
do not penetrate window glass, but these 
rays do possess some protective value after 
being reflected from a white surface. So, 
too, radiation for a few minutes with the 
rays of a mercury-vapor lamp serves to 
protect rats against rickets, an effect which 
can also be obtained from the common 
carbon arc lamp. Furthermore they found 
that a standard protective dose of radiation 
can be formulated for rats that are on a 
standard diet, which is equivalent to saying 
that the same thing may be accomplished 
for human beings. 

That pigmentation influences the effect of 
the rays, however, is shown by their find- 
ings that while white rats might be benefited 
by comparatively brief exposures, black 
rats fail to respond to what was considered 
the standard dose of rays for albino rats. 

The only bearing which these two last 
observations have upon human therapy is 
that the walls of the room in which the 
child is kept should be light or white, and 
that it is better for them in summer and 
winter to wear white clothing rather than 
dark clothing. 
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SOME EXPERIMENTS AS TO 
AUTOINTOXICATION. 


Since the time of Bouchard the profes- 
sion has taken intense interest in this 
subject, and while there have been some 
who have maintained that various symp- 
toms are not due to the absorption of toxic 
materials from the alimentary canal, the 
vast majority of the profession, as well as 
the laity, are convinced that such absorption 
does occur and that in many instances the 
results of such absorption are suffered from 
because the liver fails to carry out its 
important function of destroying poisons. 

It has been known for a long time that 
various poisons do exist in the contents of 
the intestine, which poisons in some 
instances have a physiological effect closely 
allied to those derived from the vegetable 
kingdom, as, for example, belladonna, 
digitalis, and various motor depressants. 
Tyramine, which is a blood-pressure-raising 
factor, has been isolated, and histamine, 
which is a powerful depressant to blood-— 
pressure, has also been found. 

In a recent issue of the Journal of Phar- 
macology and Experimental Therapeutics, 
Meakins and Harrington report that they 
carried out a series of experiments to 
determine the effect of histamine and its 
absorption from the alimentary canal. They 
seem to have shown that there is no evi- 
dence to prove that the liver is capable of 
destroying histamine, but they assume that 
there is continual absorption of this 
substance. In health this absorption is 
exceedingly slow and takes place chiefly in 
the large bowel, but when perfect health is 
not present a considerable quantity of 
histamine is formed in the small intestine, 
and from this region is absorbed and pro- 
duces toxic effects. They suggest that in 
some instances there may be an incompe- 
tency of the ileocecal valve which permits 
a regurgitation of cecal contents into the 
small intestine, but that a high concentration 
of histamine ever accumulates seems to be 
doubtful in view of the fact that as soon 
as it reaches a certain quantity very active 
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peristalsis takes place. Because nature 

institutes this protective measure thesee 
investigators do not believe that histamine 

is a very frequent cause of intestinal 

intoxication, but they did prove that when 

it was absorbed from the small intestine 

below the duodenum it was capable of 

acting fairly sharply. 

In this connection, however, it is inter- 
esting to note the possible relationship 
between histamine absorption and intestinal 
obstruction, or damage to the blood supply 
of the bowel, as, for example, in thrombosis 
of the mesenteric vessels, for Meakins and 
Harrington found that when the mucous 
membrane of the intestine was damaged by 
cutting off the blood supply for five to 
fifteen minutes the fall in blood-pressure 
which resulted would indicate that hista- 
mine was absorbed with a rush. Perhaps 
this may explain, at least in part, the marked 
systemic symptoms which cases of intestinal 
obstruction or circulatory obstruction in the 
abdominal cavity manifest, which, as we all 
know, are entirely out of proportion to the 
time during which the lesion has existed 
and to the severity of the abdominal symp- 
toms in their early stages. 

That such a condition may be an impor- 
tant factor, as just indicated, is also shown 
by .the fact that these investigators have 
been able to demonstrate the presence of 
histamine in the cecum and _ transverse 
colon over a period of weeks from the date 
of operative relief for intestinal obstruc- 
tion. 


TUBERCULOSIS IN CHILDREN. 


This topic in its various aspects was pre- 
sented and discussed by a number of large- 
ly experienced men before the Massachu- 
setts Medical Society (Boston Medical and 
Surgical Journal, Sept. 28, 1922). It was 
generally assumed that in children the 
infection may be either of the bovine or 
the human type; and that children are more 
susceptible to infection, or perhaps offer a 
better feeding or permanent resting ground 


105 


for infection once implanted than do adults; 
that the bovine type is entirely preventable, 
provided milk be pasteurized, boiled, or 
certified; that the human type is best 
avoided by careful attention to the princi- 
ples of contact separation. 

Morse in his part of this discussion al- 
ludes to the above beliefs and states that 
he uses now the skin or Pirquet test, and 
considers it of great value with infants. 
Given a baby sick from no other demon- 
strable cause and a positive Pirquet test, 
this constitutes strong evidence in favor of 
tuberculosis. The negative test is of equal 
value, provided an overwhelming infection 
can be excluded. As the child grows older 
the positive test becomes less valuable. More 
importance from the diagnostic standpoint 
can be placed upon the negative test. It is 
well known that the test is always negative 
in new-born babies and in young infants, 
and becomes positive in an increasing num- 
ber of children through infancy and child- 
hood. All adults are said to give a posi- 
tive reaction. The author objects to the 
term “‘pretuberculous,” since he holds that 
the child is either tuberculous or not. He 
deprecates the tendency to regard all con- 
tinued fevers, attended by wasting, in chil- 
dren as probably tuberculous. He regards 
tuberculosis as rare in this period of life. 
He'quotes the report of the Children’s Hos- 
pital to the effect that the diagnosis of 
tuberculosis in any form was made some- 
thing less than 100 times in over 10,000 
diagnoses in the Out-patient Department. 
In infancy he notes that a positive tuber- 
culin test does not condemn the baby to 
death, although he recognizes the tendency 
of focal infection to spread is much greater 
at this period of life than later. Many in- 
fections may cause no symptoms other than 
wasting, to account for which, if no other 
adequate reason can be found, tuberculosis 
should certainly be suspected. A long local- 
ized bronchial pneumonia in a child should 
also suggest tuberculosis. 

As to cervical adenitis, he notes that the 
infection does not tend to spread to other 
parts of the body and advises before operat- 
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ing on the lymph nodes that the tonsils be 
removed. 

It is also noted that tracheobronchial 
adenitis, the commonest form of lymphatic 
involvement in children, as evidenced by 
extension of the bronchial voice, whisper 
and respiration below the seventh cervical 
spine, D’Espine’s sign, that is, a whispering 
sound heard after the spoken voice over 
the spinous processes of the vertebre, dul- 
ness on percussion below the seventh cer- 
vical spine, and interscapular dulness, may 
be due to other causes than tuberculosis. 
Pulmonary tuberculosis in children begins 
at the root of the lung and extends outward 
and downward. The distribution is broncho- 
pneumonic in type. 

As to tuberculous peritonitis, the prog- 
nosis is by no means absolutely bad. 
Operation is indicated in the ascitic form 
resistant to other treatment, and at times 
for the relief of acute obstruction. As to 
feeding of fat, examination of the stools 
will show whether it is or is not absorbed. 
If it is not absorbed it should be cut out of 
the diet. 

The early diagnosis of meningeal tuber- 
culosis is extremely difficult. Vomiting, 
headache and lethargy are perhaps as char- 
acteristic as any signs. There is both a flac- 
cid and a spastic type. There may not in 
babies be even a bulging of the fontanel. 
Prognosis seems almost absolutely bad, nor 
does lumbar puncture avail; it may, how- 
ever, relieve symptoms of the spastic type. 
As for drug treatment of tuberculosis, the 
author holds there is no such thing. 

Goldthwait, discussing tuberculosis in 
children from the standpoint of the ortho- 
pedist, states that on general principles the 
indications are to prevent and correct de- 
formity and to put the part at physiological 
rest; thereafter, allowing and encouraging 
function in so far as this seems proper. He 
strongly favors the use of the part by the 
patient himself up to the point of tolerance. 

Chadwick states that from about the 
fifth to the twelfth year the lymphoid type 
of tuberculosis is the dominant one and that 
this represents a golden interval of low 
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mortality between tle infantile form and 
the adult pulmonary form, both these latter 
forms having high mortality. In children 
there is a tendency to focus in the lymph 
nodes, as shown by the many cases of cer- 
vical adenitis in the days before the throat 
specialists became especially active in their 
campaign against the tonsils. Bearing on 
the tracheobronchial nodes, Chadwick points 
out the large area drained by them and the 
prompt appearance of the swelling denot- 
ing inflammatory reaction. He quotes 
Krause to the effect that experimentally 
tubercle bacilli may be found in these nodes 
before there are any lesions in the lungs. 
It is certainly true clinically that enlarge- 
ment of these nodes can be found before 
by any method of clinical examination 
pathological conditions of the pulmonary 
area can be detected. Chadwick notes that 
apical lesions are rarely encountered before 
the age of twelve; thereafter they are found 
with increasing frequency, and after six- 
teen they are of the dominant type. He 
observes that resistance to tuberculosis is 
greatest between the ages of five and fif- 
teen. In the diagnosis the history of the 
exposure of the child to tuberculosis in the 
home is given much weight. The points 
on which a diagnosis of juvenile tubercu- 
losis must be based are these data: 
History of frequent colds, or predispos- 
ing causes such as measles, whooping-cough, 
and influenza. These diseases lessen the 
resistance to infection, and tuberculous 
disease frequently follows in their wake. 
Also the frequent association of phlycten- 
ular disease and scrofuloderma with hilum 
tuberculosis should always be kept in mind. 
Symptoms of tuberculin toxemia, viz., 
fatigue, malnutrition, anorexia, febrile at- 
tacks. 
Exposure to tuberculosis in the home. 
Positive cutaneous tuberculin test. 
Evidence of enlarged tracheobronchial 
lymph nodes and infiltration or thickening 
of the adjacent tissues as demonstrated by 
physical signs and confirmed by roentgeno- 
gram. : 
Bearing on tuberculosis in children fro 
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the standpoint of the surgeon, Brown notes 
that surgical procedures are simply inci- 
dents in the treatment of the disease, and 
the proper postoperative care is of major 
importance. Bearing on the source of in- 
fection the author refers to the milk control 
as administered by New York City and 
alludes to a letter received from an ortho- 
pedic surgeon at the Hospital for the 
Ruptured and Crippled in New York stat- 
ing that twenty-five years ago the tuber- 
cular cases were the most common in the 
clinic, while at the present time they are 
the least common. Bearing particularly on 
tuberculosis of the spine, Brown states that 
in children a period of recumbency either 
on a frame or in a plaster shell should be 
carried out for two or three years, prefer- 
ably three. This means that during this 
time there should be no superimposed 
weight on the spine, such as comes from 
sitting or standing up. At the end of this 
time, if the x-ray picture shows signs of 
new bone formation and there are no signs 
of acute disease, the child may be allowed 
very short periods of being up, provided the 
spine is given sufficient support. At least 
two years more of gradually increasing 
weight-bearing is necessary before it is safe 
to allow complete freedom, and some men 
think supports should be worn until adult 
life. This may seem like a very long time, 
but children keep coming to the hospitals 
for treatment, and still wearing braces 
twelve to fifteen years after their treatment 
was started. 

Bearing on the x-ray in the diagnosis of 
pulmonary tuberculosis, Ellsworth observes 
that the roentgenologist can with extraordi- 
mary accuracy observe the presence ‘and 


position of pathological conditions of the . 


lungs, but that the interpretation is never 
reliable unless associated with a clinical 
history. 

From these papers and the discussion fol- 
lowing them, it seems obvious that a radical 
surgery of even a decade ago is somewhat 
in the discard; that heliotherapy, fresh air 
and general hygiene are accorded the place 
which their importance demands; that the 


EDITORIAL 






need of time, and long time, is recognized, 
particularly in the treatment of surgical 
lesions, and, apparently, that the infection 
in its clinical and devastating manifesta- 
tions is somewhat on the wane, this being 
corroborated by mortality statistics, which 
show an astonishing decline. 





THE ACTION OF VACCINES. 





Aside from the theories endeavoring to 
explain the action of vaccines, often ob- 
scured by intricate phraseology, this method 
of treatment is widely accepted by the pro- 
fession as one of the present-day helps and 
as one giving promise in the future of 
offering a means of control for perhaps the 
majority of infections. 

In practical application of the vaccines 
it is generally believed that they are serv- 
iceable only in chronic infections, and that 
they act by causing such an abundance of 
antibodies to be produced in the system that 
not only are the toxic effects of such an 
infection overcome, but the bacterial agents 
themselves are discouraged from further 
proliferation and growth. There are, how- 
ever, a number of physicians who believe 
that these vaccines are equally applicable 
to acute infections, and use them, reporting, 
as a rule, such cases as recovered after 
such use and remaining silent concerning 
those that do not so do. 

The reason which seems conclusive as to 
the undesirability of using vaccines in acute 
conditions is that the patient’s body cells 
are already stimulated to the maximum by 
the existing infection, and a further lash 
by means of the injected vaccine is com- 
parable to that inflicted upon a horse al- 
ready doing his utmost. 

Pratt-Johnson (The Lancet, Oct. 7%, 
1922), eschewing the larger doses of vac- 
cine in acute infections, holds that on the 
basis of clinical experience there can be no 
doubt that these medicaments are of great 
service in acute infections, provided they be 
given in minute doses, this bearing particu- 
larly upon infections involving the respira- 
tory system. For this treatment, aside from 
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its excellent clinical results, he advances 
a theory which is not without its merits. 
The term vaccine to-day implies not only 
a suspension of dead bacterial bodies, but 
also it may be employed for preparations 
derived from bacteria which have been 
subject to chemical action or mechanical 
attrition; such: bacteria are individually 
destroyed and form a suspension and 
partial solution of bacterial protein deriva- 
tives. A vaccine made from a given 
organism produces in the system the same 
antibody protection as does a living, grow- 
ing infection, including under the term 
antibody agglutinins, opsonins, lysins, anti- 
toxins, and other defensive agents. Where 
the causative organism can be isolated and 
vaccines made from it, vaccine treatment 
would seem to be indicated. 

Pratt-Johnson speaks of the relation of 
vaccine therapy to anaphylaxis, meaning by 
the latter term not that fatal shock which 
occurs from serum injections and which is 
never seen in vaccine treatment, but a re- 
action which may be either local or general. 
He observes that “it has been the custom 
to look upon the action of vaccines in vari- 
ous diseases as purely a question of the 
production of various antibodies, such as 
agglutinins, opsonins, etc. It is known, 
however, that these bodies are not ex- 
perimentally demonstrable in the blood, 
except after a certain interval (from 
five to seven days) after inoculation; 
whereas it is common knowledge that 
marked changes, such as a fall of tempera- 
ture and pulse, rigor, etc., may occur in 
acute infections within from six to twelve 
hours after an injection of vaccine. This 
strikingly rapid change can have nothing to 
do with the development of agglutinins, 
opsonins, etc.; these phenomena call for a 
different interpretation. An individual suf- 
fering from an acute infection becomes 
marKedly sensitive to the smallest dose of 
vaccine prepared from the causative micro- 
organisms, whereas the inoculation of 
doses of the same vaccine hundreds of 
times larger has little or no effect on a 
healthy individual, or on the same individual 
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when completely recovered from the disease. 
This sensitiveness to vaccine appears to be 
definitely due to the development of ana- 
phylaxis to the bacterial protein contained 
in the vaccine.” 

As instancing his contention he notes the 
local inflammatory reaction at the site of 
inoculation developing on the first day and 
indicating the specific nature of the vac- 
cine. Indeed he regards this local sign as 
the most helpful guide in the selection of 
the remedy most likely to be serviceable. 
He further observes that anaphylactic 
phenomena are of particular value in re- 
spiratory infections. He notes that an 
injection of such strength as is indicated as 
a prophylactic measure against common 
colds, and which produces no appreciable 
effect upon an individual free from such 
infliction, if given to one suffering from an 
acute catarrh produces a most marked re- 
action out of all proportion to the quantity 
of the vaccine used. He has come to look on 
this reaction as a valuable diagnostic meas- 
ure indicating the presence, or absence, of 
respiratory catarrh, and this so surely that 
the search for physical signs may be 
unnecessary. 

Besredka’s experiments are quoted to the 
effect that rabbits can be immunized against 
the typhoid group and dysentery by feeding 
them cultures of these organisms after 
having given them bile. It is stated that 
this experimental study was put to a prac- 
tical test in a recent outbreak of typhoid, 
where 1200 individuals fed with vaccines 
in pill form seemed to be as well protected 
as those given prophylactic inoculations. 

On the basis of the promptness with 
which vaccine shows its clinical good 
effects and the slowness with which 
antibodies can be demonstrated in the 
blood, the author is inclined to reject 
the theory of to-day to the effect that the 
vaccines act by stimulating the production 
of antibodies which are either destructive 
on the bacteria by solution, or make them 
more vulnerable to leucocytes. 

He notes that in people recently recov- 
ered from common colds prophylactic doses 
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if large produce violent reactions. It is 
known that in prophylactic doses followed 
by violent reactions the patient may be 
desensitized by preceding the doses by very 
small ones. In the same way he finds that 
these patients may be desensitized to a large 
dose of vaccine by a very small one. He 
holds that the great value of these small 
doses in acute local infections is incident 
to the fact that they desensitize the patient 
to the toxins generated by his acute infec- 
tion. The beginning dose may be cau- 
tiously increased as the desensitizing 
process becomes more fully accomplished. 
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Regarding, as he does, the local reaction 
as a helpful index concerning both quantity 
to be given and repetition, he finds that dif- 
ferent sites should be selected. For vaccine 
they should be subdermal, this for the pur- 
pose of studying reaction. The intravenous 
method of administration should be con- 
fined entirely to chronic cases. Perhaps 
the most rational and least satisfactory part 
of his paper is that bearing on dosage, to- 
wit, that each case should be treated on its 
merits, and the dosage adjusted to the 
patient’s requirements by careful observa- 
tion of the local reaction. 





Progress in Therapeutics 


Medical Therapeutics 


What is Insulin? 


In an editorial on this subject the Boston 
Medical and Surgical Journal of January 
4, 1923, states that it seems fairly certain 
that within the year—perhaps within a few 
months—insulin or iletin, the much-dis- 
cussed new agent used in the treatment of 
diabetes mellitus, will be available in quan- 
tities sufficient to supply all practicing 
physicians who may care to employ it. Be- 
fore large amounts of this “serum” are 
found on the market, it seems to us wise 
to inform the profession on certain points in 
regard to its substance and its action on the 
human body—also to sound a note of warn- 
ing to the overenthusiastic. 

Insulin, or iletin, is a solution of the ac- 
tive principle of the internal secretion of 
the beef pancreas. This active principle is 
extracted from the fresh pancreas by means 
of a mixture of alcohol and hydrochloric 
acid, in which it is soluble. The external 
secretion (in which trypsin is the most 
important), not being soluble in this mix- 
ture, is left behind in the residue. The 
final product is a sterile solution of the 


active principle of the internal secretion of 
the beef pancreas. 

A unit of insulin is that amount required 
to reduce the blood sugar of a 2-kilogram 
rabbit to the point of convulsion. This is 
the only method of standardization of the 
unit strength used at present, and is not 
strictly accurate. It is hoped that the vari- 
ation in the strength of the various units 
will be soon eliminated. The amount of 
total glucose in the diet utilized in the 
presence of one unit of the principle has 
varied from 15 to 7 grammes in individual 
patients. 

Insulin is given entirely by hypodermic 
injection, and Banting believes its effect to 
be only temporary—never lasting longer 
than eight or ten hours. Injection is given 
usually three hours before feeding, and 
never more than three or four times a day. 
It is to be used at present only for severe 
cases of diabetes, and with the utmost cau- 
tion. It is an extremely powerful agent, 
and demands even more accurate quantita- 
tive diets than are used without it! The 
great danger lies in producing coma and 
convulsions due to hypoglycemia, which is 
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readily produced by withholding an ade- 
quate amount of food after injection of in- 
sulin. Much harm may be caused by the 
use of this active principle in conjunction 
with inaccurate diets or in the absence of 
extremely close observation. 

Some striking results have been produced 
by the use of insulin, and without question 
much more will be done; but the profession 
at large is urged to approach the question 
with conservatism and to avoid indiscrimi- 
nate use of this wonderful therapeutic agent 
until experience has demonstrated more 
exact knowledge of its possibilities and 
limitations. 





Boiled Butter Versus Cream in 
Infant Feeding. 

In the Archives of Pediatrics for Octo- 
be, 1922, LowENBUuURG states that the need 
of the growing organism for fat need not 
be discussed. The influence of bovine 


butter-fat in acute alimentary disturbances, 
occurring in the artificially fed suckling, 


appears to be well established. Between 
these two activities, one constructive, the 
other destructive, he has labored to find a 
happy solution to the problem of how best 
to supply this much needed aliment so that 
it will be digested and assimilated without 
producing irritation with resulting loss of 
weight, which is usually the condition for 
which it was originally added. Many 
means have been devised to physically or 
chemically change the character of butter- 
fat of cow’s milk or to determine upon a 
suitable substitute for it. Pancreatization, 
the complete or partial elimination of it by 
the use of skimmed or partially skimmed 
milk and the substitution of extra carbo- 
hydrate, have been the means most pro- 
posed and productive of results. 

Griffith and Mitchell, in the New York 
Medical Journal for November, 1921, quote 
the experiences and opinions of a host of 
observers which seemingly prove that fat 
is a food element essential to the growing 
child. Knowledge of its power for harm 
has caused many to underfeed with this 
substance. Others continuously overfeed 
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with it. It becomes plain therefore why 
many cases which are losing weight on high 
fat mixtures will start to gain when fed 
low fat, because they absorb and assimilate 
that which they imbibe without irritation. 
When in these cases it becomes necessary 
to increase the fat, it cannot always be 
accomplished by the usual method without 
producing an acute upset. The problem has 
been to find a way of supplying this needed 
fat in suffidient amount and in a form ac- 
ceptable to the digestive apparatus. This 
seems to have been solved by the so-called 
butter-flour mixture of Czerny and Klein- 
schmidt. Griffith and Mitchell quote many 
observers, the majority of whom have had 
splendid results, and they also report at 
length their own successful experience with 
forty cases. 

Lowenburg has employed the butter-flour 
mixture largely with good results. The 
purpose of this communication is to detail 
his experience with the simple addition of 
boiled butter, instead of cream, to ordinary 
skimmed milk dilutions containing nothing 
more than skimmed milk, water, sugar, and 
salt, with or without the addition of starch. 
The reason why it is possible to feed the 
large amount of fat as represented in the 
butter-flour mixture, and not feed the same 
amount as represented by cream or top 
milk, has not been stated definitely by the 
clinicians who report their experiences with 
this method. Some have conjectured that 
it is due to the driving off of the volatile 
fatty acids, and others that it depends upon 
the browning of the flour in the process of 
making. The latter seems untenable, as 
browned flour as represented by the pre- 
pared flour ball has often been employed 
in mixtures wherein the fat was represented 
by top milk or cream, and the tolerance of 
the infantile digestive apparatus for the 
extra fat so provided was not improved. 
This matter appeared to merit investigation, 
and the problem was first attacked clinically 
and later confirmed by chemical study. 
The theory that the tolerance for bovine 
butter-fat as found in the butter-flour mix- 
ture depended upon the equality of propor- 
tion between the amount of flour and that 











of butter being maintained did not appeal 
and it did not work out clinically, for in 
his experience with this mixture he has 
often found it necessary and helpful to 
reduce the quantity of flour on account of 
constipation and gaseous distention. While 
the infantile digestive apparatus is the last 
arbiter as to the digestibility and assimil- 
ability of any formula, it seems a bit too 
much to credit these organs with brains and 
temperament that would cause them to re- 
ject food simply because it did not corre- 
spond to a man-made rule that such and 
such ingredients must exist in equal pro- 
portion. 

At first butter (boiled slowly for five 
minutes) in measured quantities instead of 
cream was simply added to skimmed milk 
dilutions without reference to the fact as to 
whether they contained flour or starch in 
any form. In the beginning, very small 
amounts were added, as one-fourth of an 
ounce to a 30- or 40-ounce mixture. Grad- 
ually these quantities were increased until 
2 ounces to a 30- or 40-ounce skimmed 
milk formula had been employed. It was 
found to agree surprisingly well, as indi- 
cated by the protocols of the 13 cases oc- 
curring in private practice. The number 
of cases is small, but it is thought they con- 
stitute a sufficient nucleus to.warrant fur- 
ther investigation and to indicate with a 
certain degree of probability that the suc- 
cess lay in the boiling of the butter. 





Pituitary Extracts in Pregnancy 
and Labor. 


The Lancet of October 21, 1922, makes 
reference to this subject. It is stated that 
in the course of two postgraduate lectures 
delivered last season and published in St. 
Bartholomew’s Hospital Journal for Aug- 
ust, WILLIAMSON gives some valuable hints 
as to the use and abuse of extracts of the 
posterior lobe of the pituitary gland at or 
before labor. If, late in pregnancy, the 
uterus tends to remain flaccid under the 
hand, primary uterine inertia is suggested. 
Calcium lactate, together with 8 or 4 minims 
of 2.5-per-cent solution of pituitary, may 
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be given should this condition be feared. 
In cases of protracted pregnancy, however, 
Williamson does not advise the administra- 
tion of pituitary extract. His practice is to 
give an ounce of castor oil, and to order, 
as soon as the castor oil has acted, three 
doses of 10 grains of quinine (30 grains in 
all) to be given at intervals of two hours. 
Some obstetricians advise that this should 
be combined with intramuscular injections 
of 4 minims of a 10-per-cent solution of 
pituitary extract, repeated, if necessary, at 
intervals of an hour for four or five 
doses. But he believes the castor oil and 
quinine to be quite as effective without the 
pituitary, and the pituitary alone to be of 
little value. The use of pituitary after in- 
ducing labor with bougies or a bag is for- 
bidden, since rupture of the uterus may 
result. 

When pituitary extract is used during 
labor it should be administered in small 
doses—never stronger than 1 cc of a 10- 
per-cent sclution. Williamson regards 1 cc 
of a 20-per-cent solution as a dangerous 
dose. In the first stage of labor, save in 
one or two very exceptional cases, it should 
not be used. If the drug is given with the 
cervix three-quarters dilated, the child may 
be born after three or four severe pains, but 
it will tear through the cervix, not stretch 
it open. In certain cases of accidental 
hemorrhage and in placenta previa pituitary 
extract is useful, but not in cases of con- 
cealed accidental hemorrhage with albu- 
minuria. This is essentially a toxemia with 
necrosis of uterine muscle, and a rupture 
of the uterus might occur. In the second 
stage there must be four indications before 
the drug is exhibited: (1) The head must 
be low in the pelvis; (2) there must be no 
obstruction at the vulval orifice; (3) the 
patient must be a multipara; (4) forceps 
must be ready boiled. One cc of 10-per- 
cent solution should be the maximum dose. 
After fifteen. minutes, if the baby is not 
born, delivery by forceps should be under- 
taken, and even before if there are varia- 
tions in the fetal heart-rate. Eclampsia 
with a high blood-pressure is apparently 
not a contraindication of pituitary. 
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Dr. Ernest Holt has investigated the 
question whether pituitary affects the 
child. There is apparently more danger of 
asphyxia livida or pallida after pituitary 
has been given, and the proportion of still- 
births is larger after its use. At autopsies 
on fatal cases there are often meningeal 
and cerebral hemorrhages. Therefore, in 
the second stage the drug must be used 
with discretion. On the other hand, in the 
third stage of labor, after delivery of the 
placenta, and especially with postpartum 
hemorrhage, the effects of pituitary extract 
are excellent. It acts quicker if injected 
into the uterus direct, and after-pains are 
often relieved thereby. 





A Simplified Method for the Preparation 
of Protein Milk. 


Stewart, in The Journal-Lancet of Oc- 
tober 15, 1922, states that since first intro- 
duced by the German school of pediatrists, 
protein or albumin. milk has been used 
extensively and successfully in feeding in- 
fants suffering from fermentative types of 
diarrhea and from various forms of malnu- 
trition. Due to the difficulty with which 
protein milk is satisfactorily prepared, its 
use has been limited largely to the feeding 
of hospital patients. Even those skilled in 
the preparation of this infant food experi- 
ence occasional failures, and at best its pro- 
duction is a tedious and laborious task. 
Attempts to instruct mothers to make pro- 
tein milk properly usually fail, and as a 
rule the physician has to resort to the use 
of the various types of protein milk avail- 
able on the market. Undoubtedly a method 
for making this valuable infant food sim- 
plified to such an extent that it may be 
easily prepared at home by the inexperi- 
enced mother of usual intelligence is highly 
desirable. During the past eighteen months 
he has devised a simplified method and has 
found it exceedingly practical and effective. 
Mothers using this technique experience no 
more difficulty in preparing a satisfactory 
protein milk than is encountered in the 
preparation of the ordinary buttermilk mix- 
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tures so extensively used in infant feeding. 
The instructions given to the mother for 
making protein milk are as follows: 

1. Boil one quart of whole cow’s milk 
for two minutes and let cool. 

2. Add to this approximately one tea- 
spoonful of lactic acid (c.p.) and let stand 
a few minutes. The casein curd is prompt- 
ly precipitated. 

3. Strain the curded milk through a cloth 
for fifteen minutes. 

4. The curd is then put into one pint of 
buttermilk and stirred vigorously with an 
egg-beater. This produces a finely divided 
suspension of precipitated casein in butter- 
milk. If a sterile product is desired the 
buttermilk may be boiled after the addition 
of one teaspoonful of flour to each pint. 

5. Add water to make the volume one 
quart. 

6. To this add any percentage of dextri- 
maltose desired (usually 3 or 5 per cent). 

The food is given to the infant by bottle. 
As a rule the hole in the nipple should be 
enlarged to permit the passage through it 
of the finely divided particles of casein curd. 
Certain precautions should be exercised to 
prepare the protein milk satisfactorily. The 
boiled milk should be permitted to cool 
nearly to the room temperature before add- 
ing the lactic acid. When the acid is added 
to hot milk the resultant curd is very tough. 

The method as outlined above has cer- 
tain advantages over that formerly used in 
which essence of pepsin is employed to pre- 
cipitate the casein. By using lactic acid to 
obtain the curd the necessity of incubating 
for one-half hour at 103° F. is eliminated. 
The method also obviates the necessity of 
passing the curd through a sieve three to 
six times to render it in a finely divided 
condition. Simply stirring vigorously with 
an egg-beater produces a very finely divided 
suspension of the casein in buttermilk, suf- 
ficiently fine to enable it to pass through a 
nipple provided the hole is enlarged slightly. 
With these modifications, therefore, the two 
steps in the preparation of protein milk 
which cause the mother the greatest dif- 
ficulty are removed, and experience has 
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shown that failures in its preparation are 
exceptional. In certain hospitals in Min- 
neapolis, nurses who formerly prepared pro- 
tein milk, using essence of pepsin to precipi- 
tate the curd, and later passing the curd 
through the sieve three to six times, have 
informed him that the simplified method as 
given above is simpler, time-saving, the re- 
sults are certain, and much tedious work is 
eliminated. For these reasons it is recom- 
mended to those who prepare protein milk 
routinely in large amounts as a time- and 
labor-saving method. Furthermore, to date 
the results obtained in feeding infants ap- 
pear to be quite as good as those obtained 
from feeding protein milk made according 
to: other techniques. 

In private practice the protein milk pro- 
duced in this manner has been used suc- 
cessfully in many instances. It proves very 
efficacious in controlling diarrhea in breast- 
fed infants, and also is very valuable in 
controlling diarrheas associated with par- 
enteral infections. 

The curd prepared by means of lactic 
acid may be used in various ways, aside 
from use in protein milk. Often infants 
having too frequent stools when given 
breast milk alone, cease to have diarrhea 
if the curd is mixed with breast milk and 
fed in this form. The curd also may be 
added to the ordinary cow’s milk mixtures 
in amounts desired with a constipating 
effect. 





The Treatment of Neurosyphilis. 


In the British Medical Journal of Octo- 
ber 7, 1922, Stewart states that every case 
of neurosyphilis, diagnostically established 
by combined clinical and serological tests, 
demands assiduous treatment of the gen- 
eral syphilitic infection by every means at 
our disposal. Antisyphilitic remedies, in- 
cluding mercury, iodides, arsenobenzol, 
etc., are to be administered by the most 
efficient route, whether by the mouth, by 
inunction or fumigation, by intramuscular 
injection, or by intravenous injection into 
the blood stream. In no case should our 
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remedies be directed exclusively to the 
nervous system. 

In gummatous and meningovascular 
neurosyphilis the foregoing antisyphilitic 


treatment is usually all that is necessary. 


Some cases of parenchymatous syphilis 
respond, but the majority are resistant, to 
general antisyphilitic treatment, even when 
carefully and thoroughly carried out. Such 
cases are those which should be selected 
for supplementary subarachnoid treatment, 
whether intrathecal or intracisternal. 

Intraspinal treatment by arsphenaminized 
serum prepared from the patient’s own 
blood, or by human or horse serum mer- 
curialized in vitro, is specially suitable for 
cases of tabes and of cerebrospinal syphilis, 
provided the cerebrospinal fluid shows evi- 
dences of active meningeal reaction. It is 
also suitable for meningovascular spinal 
syphilis when resistant to ordinary treat- 
ment. 

The direct intraspinal administration of 
arsenobenzol into the cerebrospinal fluid is 
liable to produce acute softening of the 
spinal cord and should be discarded. 

Cases of general paralysis, of optic tabes, 
of taboparalysis, and of tabes with nega- 
tive reactions in the cerebrospinal fluid, are 
not likely to benefit by intraspinal treat- 
ment. 

Cases of meningovascular cerebral syph- 
ilis benefit much by intracisternal adminis- 
tration of arsphenaminized serum. 

General paralysis, if recognized in the 
early stage, is definitely benefited by intra- 
cisternal treatment. This method is supe- 
rior in efficacy to intraventricular opera- 
tions and entails much less risk to the 
patient. 

Pyrexial treatment of early general 
paralysis—for example by tuberculin, nu- 
clein, etc—may induce temporary remis- 
sions in the disease. So also can simple 
drainage of the cerebrospinal fluid, com- 
bined with general antisyphilitic treatment. 

Advanced cases of general paralysis, 
with extensive destruction of cortical nerve 
elements, are hopeless for curative treat- 
ment by any method whatever. 
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The Intravenous Administration of 
Glucose Solution in the Treatment 
of Acidosis Following Thyroid 
Operations. 

In the New York State Journal of Medi- 
cine for October, 
Browper state that there is an increase in 
the blood sugar during operation, and this 
is true whether a general or local anesthetic 
is used. In the control individual with 
apparently normal metabolism there is a 
progressive increase in the blood sugar over 
a period of sixty to eighty minutes and may 
reach as high as 200 mgm. of sugar per 
100 cc of blood. Following this there is a 
gradual fall over the subsequent two to four 
or five days before the normal preoperative 
sugar level is again reached. In the 
common surgical cases acetone does not 
appear in the urine before operation, but 
often the first postoperative specimen and 
sometimes those voided during the follow- 
ing twenty-four hours will contain a trace 
or a one plus acetone. There are usually 
very few if any signs of acidosis, and the 
occurrence of this amount of acetone is 
ordinarily negligible. The patients have 
also the distinct advantage of taking food 
early, which counteracts any possible 
acidosis. 

In cases of hyperthyroidism, however, 
there is a very different behavior of the 
blood sugar and acetone in that the blood 
sugar increase is less and continues only 
over twenty minutes, when it reaches its 
height, following which there is usually a 
rapid fall to the preoperative level or even 
below within an hour. The higher the 
degree of hyperthyroidism, the less, they 
have found, is this development of hyper- 
glycemia. On the other hand, there is an 
early and progressive development of 
acetone beginning immediately after opera- 
tion and extending sometimes over the 
following two or three days, and then only 
gradually disappearing at the end of five to 
ten days when the urine becomes acetone- 
free. Along with this acetonuria there are 
rather disturbing’ symptoms, such as head- 
ache, dry tongue, acetone odor to the 
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breath, distressing nausea and vomiting, 
restlessness, and often diarrhea. These 
symptoms may be sufficient to cause consid- 
erable anxiety to the surgeon and a great 
deal of distress to the patient. The authors 
have felt that some therapeutic measure 
which would avoid this postoperative 
acidosis would be of the greatest value in 
saving certain serious cases and in making 
the convalescence in all such cases much 
more satisfactory to both patient and 
surgeon. On account of the absence of 
acetonuria in the normal case and its almost 
constant appearance in fairly large amounts 
after goitre operations in the presence of 
hyperthyroidism, and on account of the 
behavior of the blood sugar, being high 
and sustained in the normal, and lower, 
transient and brief in hyperthyroidism, they 
feel that the occurrence of hyperglycemia is 
a protective measure against the develop- 
ment of acidosis by sparing possibly the 
combustion of proteins and fats with their 
resultant liberation of the toxic acid bodies. 

It is true that acetone and acidosis 
develop inversely to the degree of hyper- 
glycemia developed. The writers, therefore, 
have used glucose intravenously in 5-per- 
cent solutions, giving amounts varying from 
300 to 750 cc upon the first development 
of acidosis. They now give it prophylac- 
tically in all cases of acute hyperthyroidism 
immediately after operation, and it has been 
very gratifying to them to be able to greatly 
diminish or prevent the development of 
acidosis. It is a great satisfaction to be 
able to control the symptoms and signs of 
acidosis since the convalescence is made 
much more comfortable, and indeed also 
more safe. They can control the nausea 
and vomiting, the restlessness and diarrhea, 
thus making it possible for them to admin- 
ister saline or bicarbonate solution by 
rectum, and, what is more important, to give 
food by mouth. The patient is thus 
supplied with a normal carbohydrate intake 
which of itself combats the acidosis. They 
have in no instance seen any harmful effect 
produced by glucose solutions of 5-per-cent 
strength when given slowly. It is their 
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custom now to give this so-called prophy- 
lactic glucose immediately after operation 
in all cases of hyperthyroidism except the 
milder cases. Their series of cases thus 
far is, to be sure, not very large, but the 
results have been so gratifying that they are 
encouraged to continue. A full report with 
the case studies themselves will be reserved 
for a later publication. 

In conclusion they wish to say in brief 
that acidosis is very prone to occur after 
operations upon the thyroid gland, par- 
ticularly in the higher degrees of 
hyperthyroidism ; that this acidosis appears 
to develop as a consequence of the 
inability of the body with its depleted gly- 
cogen reserve to produce and maintain 
sufficient hyperglycemia to ward off the 
development of acidosis; that glucose 
intravenously administered is utilized by 
the body, thus apparently sparing the 
combustion of fats and proteins and 
thus eliminating the annoying and often 
distressing and possibly dangerous symp- 
toms of acidosis in the postoperative phase 
of goitre operations. The operation, as 
such, is thus rendered certainly much more 
comfortable, and also, they think, more safe. 


The Colloidal Properties of Arsphena- 
mine and Allied Products. 


Raiziss and Gavron, in the Journal of 
Pharmacology and Experimental Therapeu- 
tics for October, 1922, state that in the 
study of the toxicity and therapeutic effects 
of arsphenamine and its derivatives we are 
often confronted with phenomena which 
cannot be explained on the basis of our 
present chemical knowledge of these com- 
pounds. Indeed, Ehrlich once declared 
that changes are very apt to occur in ars- 
phenamine which are so delicate as to 
remain undetected by chemical means, the 
only tests being of biological nature. This 
statement has been confirmed by one of 
these authors in previous communications. 
They are still unable to explain or over- 
come the peculiar phenomenon which en- 
sues. Apparently the same chemical pro- 


cesses yield an arsphenamine which some- 
times is not tolerated in a dose of 100 
milligrammes per kilo of body weight, and 
then again is borne in a dose as high 
as 170 milligrammes. Although they are 
still searching for some tangible impurity 
which may be isolated and identified, it 
is their idea that colloidal investigations 
may eventually throw light upon this sub- 
ject. As an illustration, it has already been 
established that alkaline solutions of ars- 
phenamine upon standing or warming show 
a decreased toxicity. They maintained 
such solutions in an atmosphere of inert 
gas, free of oxygen, for long periods of 
time. Oxygen absorption determinations 
showed that no oxidation had occurred, yet 
upon testing their toxicities and therapeutic 
values it was found that marked changes 
had taken place. It is possible that this 
was caused by some change or changes in 
the size of the molecules or other colloidal 
properties of the solution. 





The Share of the Sun in the Prevention 
and Treatment of Tuberculosis. 


Rotter, of Leysin, Switzerland, in the 
British Medical Journal of October 21, 
1922, in asking the question “How does 
the sun act upon the organism?” says that 
this is one of the most captivating ques- 
tions, a clear statement of which could be 
but imperfectly outlined even in a long 
lecture. We should first remember the 
double action of light on the organism—its 
direct and indirect action. The direct action 
has been doubted for long, because the 
bactericidal violet and ultra-violet rays 
have only a superficial action. Wiesner’s 
work has, however, proved that the infra- 
red rays, especially those nearer the red, 
are also bactericidal, and by their long 
wave-length can penetrate the organism 
and thus might have an action on deep- 
seated lesions. But if the direct action of 
the sun is still matter for discussion, the 
capital part it plays indirectly has been 
proved by numerous experiences which we 
can only sum up very briefly. Every one 





116 


knows that the violet and ultra-violet rays, 
detained at a depth of one millimeter in the 
skin, are absorbed by the superficial san- 
guine surface formed by the net of the 
capillaries now dilated by the sun. To these 
rays must be attributed the phenomena of 
erythema and pigmentation. 

Pigment is not only a protective agent 
against too violent an irritation by ultra- 
violet rays, but it also regularizes the 
thermic share of the sun. The profound 
biological value of pigment is everywhere 
better recognized. It is very likely that 
pigment receives, supplies, and increases 
the activity of the elements essential to the 
metabolism of the hormones. Bloch has 
demonstrated that a substance, chemically 
very much like adrenalin, submitted to the 
action of oxidized ferments of the epiderm 
produces the formation of normal epidermic 
pigments, light strongly accentuating this 
formation. On the other hand, the skin’s 


ferments seem to depend upon the quan- 
tity of vitamin contained in the food, as 
has been recently proved by the experiment 
made in Vienna on rickety and insufficiently 


fed children. Recent German and Ameri- 
can publications have demonstrated that 
the action of radiations produces a very 
strong retention—which can reach as far 
as 400 per cent—of the phosphates and 
lime in the organism. Naegeli has proved 
the action of sun on the hematopoietic sys- 
tem to be followed by an increase in hemo- 
globin, that Behring has ascertained the 
more active respiration of the red globules 
submitted to the sun, and that Schlapfer 
has given the proof of the photoactivity of 
a photograph plate, by means of previously 
insulated blood. Lastly, Sonne in Copen- 
hagen has proved that under the action of 
radiations the temperature of the blood, at 
a depth of more than one-third of an inch 
in the skin, augments to about 5° C. 
From these experiences must be drawn 
the conclusion that the light absorbed by 
blood changes it into a receptacle of radiant 
energy. Transferred into the whole organ- 
ism this energy hastens the intracellular 
processes of oxidation and reduction, thus 
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modifying the whole metabolism. Conse- 
quently in this way the defense of the 
organism exposed to the beneficent action 
of the sun is progressively increased, mak- 
ing it better fitted for the fight against 
tuberculous infection. 

Among the general effects of the sun on 
the body we should first study its action 
on the skin. The skin is the natural cloth- 
ing of the body, and wonderfully fitted to 
protect it against the penetration of patho- 
genic organisms. Provided as it is with 
a compact web of capillary vessels, it forms 
a real expansion of the vascular system. 
These vessels, by their contraction and 
dilatation, constitute a kind of “peripheric 
heart”—an admirable regulator of the cir- 
culation of the blood. The skin is also an 
expansion of the nervous system; this 
close-woven net of sensory and sensitive 
nerves may be compared to a keyboard, on 
which all exterior impressions provoke 
resonances in the whole organism. The 
skin is not only an organ of protection, 
circulation, innervation, but also one of 
respiration and nutrition, since it gives off 
the carbonic acid and water vapor and 
absorbs oxygen. Finally, the skin consti- 
tutes also an essential organ of elimination; 
for this reason it has been called the “vicar 
of the kidney”’—perhaps even more im- 
portant than his superior, for one can 
easily live having one kidney left, whereas 
it suffices that one-third of the cutaneous 
surface be destroyed through burns to 
cause death. 

These important physiological functions 
can only be accomplished if the skin is 
placed in its natural surroundings, and its 
natural surroundings are the permanent 
contact with air and light, just as water is 
the natural element for the scale of a fish. 
Weakened and atrophied for many genera- 
tions through the wearing of unhygienic 
clothing, the skin, under the action of air 
and sun, recovers its many and vital func- 
tions, and becomes the ideal clothing fore- 
seen by Nature. Gradual formation of pig- 
mentation on the teguments gives to the 
body a progressive resistance against cold 
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and heat, opposes infection of sores and 
wounds and shares in their cicatrization. 
Pigmented teguments are refractory to 
numerous cutaneous affections, such as 
furuncles, acne, etc., which often are mere- 
ly doors through which more serious dis- 
eases may force an entrance. 

The sun bath, enlarging the capillaries, 
determines an afflux of blood toward the 
skin; this ameliorated and regulated circu- 
lation of the blood helps to make the 
musculature remarkably firmer, better than 
the best massage would make it; thus the 
body finds again its natural harmony. The 
tonic power of the sun manifests itself also 
on the thoracic and abdominal organs; 
under its influence hemoglobin increases, 
internal secretions accentuate, digestive 
functions become regular, weight increases, 
strength is renewed. The sun not only acts 
gon the physical side, it has a most efficient 
effect on the mind and the character of thé 
patients. This is of great importance when 
oné remembers how much this influence 
reacts on the physical, especially with pa- 
tients who have to remain a long time con- 
fined to bed. 

How must sun treatment be dosed? This 
is the aim of posology, which is one of the 
most important chapters in sun treatment. 
On knowledge or lack of knowledge of 
posology depends the result that we may 
expect from sun cure, and no physio- 
therapeutic method demands such strict 
individualism as heliotherapy. 

A very current mistake consists in think- 
ing that the sun bath is all the more effica- 
cious if prolonged or taken when the sun 
is at its hottest; this is an inconsistency 
against which Nature herself seems to 
warn us. Rollier has laid -down very pre- 
cise rules for the practice of sun cure in 
order to prevent miscalculations and acci- 
dents. The principal rule is this: one must 
begin by only exposing the lower less 
sensitive parts of the body to the sun’s 
rays. This will serve to show in what 
measure the patient bears the sun bath, and 
his further progress in insolation will be 
based on such observations. This method 
of derivation avoids congestion of the head 


and of the thoracic viscera. One must not 
take air and sun baths during meridian 
hours, especially in places at sea-level, 
where the ambient atmosphere enfeebles, 
produces congestion, annihilating the good 
effects of the solar rays. During the warm 
months of the year it should therefore be 
taken in the early hours of the morning. 
Air and sun baths should always be taken 
gradually, the duration of insolation in- 
creasing by a few minutes each day, first 
exposing the feet, then the legs, then the 
thighs, the abdomen, the thorax, keeping 
the head covered with a single linen hat. 
After a certain period of cautious advance, 
varying according to the case, the season 
of the year, the heat of the sun, the body 
becomes pigmented and can then bear sev- 
eral hours of sun each day. As a general 
rule, the sun bath, to be beneficial, should 
create a sensation of profound well-being, 
and each patient whilst taking it, and after- 
wards, should find himself invigorated. 
~ Before speaking of his technique, Rol- 
lier feels that he ought to give the reader 
some idea of the installations in which 
heliotherapy is practiced. He does not 
describe the thirty-four institutions in de- 
tail, but does mention the first house that 
was opened. It was then the only little 
boarding-house in the village; it is now 
one of their free clinics, opened in 1903. 
They fitted it up for the sun cure, by the 
addition of large balconies and of a roof 
solarium, which probably was the first one 
to be built in Europe since the time of the 
Romans. Their contention is proved that 
heliotherapy can be successfully applied 
otherwise than in ruinously expensive pal- 
aces, for it is in this simple chalet that they 
obtained most of the cures. 





The Treatment of Eclampsia. 

EpEN, in the British Medical Journal of 
October 14, 1922, states that he believes 
that the time is opportune for an effort to 
be made to introduce something approach- 
ing uniformity into the treatment of this 
disease, and in order to explore the situation 
he proposes now to submit a short series 
of propositions which cover the main points 
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upon which, in his opinion, treatment 
should be based. 

I. It is easier to prevent eclampsia than 
to cure it. Prophylaxis is therefore all- 
important. 

The reports to which he refers show that 
in over 80 per cent of cases of eclampsia 
premonitory symptoms are present, the 
commonest of which are albuminuria and 
edema. In addition to these there will 
generally be found headache, disturbances 
of sight, and epigastric pain, sometimes 
accompanied by vomiting ; more rarely there 
may be muscular twitchings or attacks of 
petit mal. Careful supervision of the pa- 
tient during pregnancy by her private 
doctor or at the ante-natal clinic would 
undoubtedly afford an opportunity for a 
large proportion of cases of threatened 
eclampsia to be treated by preventive meas- 
ures before the onset of fits. It is not 
certain that all patients with premonitory 
symptoms will necessarily develop fits, but 
what he desires to point out is that treat- 
ment at this stage may snatch women from 
the very threshold of this formidable 
disease. 

Prophylactic treatment essentially is: 
Bed; fluid diet only, and that mostly water ; 
saline purgatives ; diuretics. Progress must 
be closely watched, the salient points to 
observe being amount of urine, amount of 
albumin, the edema, and, lastly, blood- 
pressure. If progress is not satisfactory, 
or if relapses occur after temporary im- 
provement, labor should be at once induced 
without regard to the period of pregnancy 
or the possibility of survival of the child. 
Further, he personally does not think it is 
right to allow a woman who has once 
been on the verge of eclampsia to carry 
through to term, and therefore all cases 
which have developed the symptom-com- 
plex just described should be induced, 
although it is preferable, if possible, to defer 
the induction until the symptoms have 
disappeared under treatment. 

II. A case of eclampsia is not a case for 
domiciliary treatment; prompt removal to 
hospital is the first indication after a fit has 
occurred. 
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It should, he thinks, be recognized that 
a case of eclampsia calls for hospital re- 
sources as urgently as the most serious 
surgical operation. The general require- 
ments of the case are: 

1. A darkened quiet room. 

2. Continuous supervision by at least 
two trained nurses. 

3. Careful attention to the condition of 
the respiratory passages, as the throat and 
nasopharynx are apt to become blocked 
during the convulsive seizures. 

4. A well-regulated supply of fresh air, 
with oxygen in reserve if required. 

5. The continuous assistance of a clinical 
laboratory, and expert medical superin- 
tendence always available. 

Generally speaking, he thinks that such 
requirements can only be met in hospital. 

The case of eclampsia which occurs in a 
remote country district is indeed a tragedy ; 
it can only be met by the provision of 
proper facilities for transport by ambulance 
as part of the public health organization of 
every county. 

III. Cases of eclampsia vary greatly in 
severity, and a simple classification of cases 
as mild or severe would greatly facilitate 
treatment. 

An approximate estimate of the gravity 
of any case can be readily made in a short 
time by observation of the following points: 

1. The amount of albumin in the urine 
(catheter). 

2. The number and frequency of the fits. 

3. The mental condition of the patient. 

The reports to which he has previously 
referred showed that by observation of 
these points cases can be grouped as “mild” 
or “severe.” The case is a severe one if 
the urine solidifies on boiling, if the total 
number of fits exceeds ten, and if there is 
continuous coma of any degree. The case 
is a mild one if the amount of albumin is 
moderate, if the fits are few and infrequent, 
and if the patient’s mind is clear between 
the fits. The reports further showed that 


two-fifths of the cases investigated were 
severe, and that the mortality of the severe 
cases was five times as great as those 
which were regarded as mild, the percent- 
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ages being 6.5 and 32.4 respectively. This 
marked difference in the mortality of the 
two groups is of course a demonstration of 
the accuracy of the method of classifi- 
cation. 

IV. All cases of eclampsia are best 
treated by the minimum of obstetric inter- 
ference. 

This should be limited to induction if 
labor does not come on spontaneously, and 
termination of the second stage by low 
forceps when the head has descended to 
the perineum. 

Referring again to the reports previously 
mentioned, he finds that cases delivered (a) 
naturally, (b) by induction, or (c) by low 
forceps showed a much lower mortality 
than those delivered by rapid methods such 
as Cesarean section or accouchement forcé. 
The greater number of cases of accouche- 
ment forcé in the reports were cases in 
which manual dilatation of the cervix had 
been carried out in order to expedite de- 
livery; in very few cases was instrumental 
dilatation practiced. 

In making this comparison it must not be 
overlooked that the cases in which a major 
obstetric operation was deemed necessary 
may have been of a more severe degree than 
the others, and would therefore be likely 
to show a high mortality on that account. 
This fallacy can be to a great extent elimi- 
nated if the cases are first divided into the 
two groups “mild” and “severe” on the 
basis which he has just described. He calls 
attention to the following simple figures 
taken from the reports: 

Four hundred and twenty-five cases were 
analyzed and classified into the two groups 
mentioned above. 

Of the mild cases 209 were delivered 
either (a) naturally, (b) by induction 
without subsequent assistance, or (c) by 
low forceps or version; these cases showed 
a mortality of 5.2 per cent. Further, 51 
mild cases were delivered by Cesarean sec- 
tion, with a mortality of 9.8 per cent; 40 
mild cases were delivered by accouchement 
forcé, with a mortality of 25 per cent. 

Of the severe cases 114 were delivered 
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either (a) naturally, (b) by induction with- 
out subsequent interference, or (c) by low 
forceps or version; these cases showed a 
mortality of 26.3 per cent. Further, 37 
severe cases were delivered by Czsarean 
section, with a mortality of 43.2 per cent; 
10 severe cases were delivered by ac- 
couchement forcé, with a mortality of 60 
per cent. 

He does not think any words of his own 
can convey more than these simple figures. 
Cases treated by the “expectant” obstetric 
methods showed much the best results. 
Delivery by rapid dilatation of the cervix is 
clearly an unjustifiable procedure, and 
must in future be totally excluded. Cases 
delivered by Cesarean section, whether 
mild cases or severe cases, show a mortal- 
ity nearly double the mortality of those of 
the same class delivered naturally or by 
simple obstetric measures. 

‘V. Simple medical treatment carefully 
regulated and constantly watched gives the 
best results. 

In respect of medical treatment our lead- 
ers are Stroganoff and Hastings Tweedy. 
Eden has already outlined the treatment 
of Stroganoff, and has commented upon 
the remarkable success achieved by it both 
in his own hands and in the hands of 
others. Hastings Tweedy’s conception is 
on similar lines, but differs in that he de- 
prives the patient absolutely of all food 
except water, and that he takes great pains 
to clear the stomach and colon of their 
contents and to keep them empty. 

The methods of treatment which will 
always be associated with these two hon- 
ored names have the great virtue of sim- 
plicity of conception and of detail, which 
allows of its being set going without delay 
in any simply equipped hospital or insti- 
tution. He believes that the crying need 
of the moment is for the simplification of 
the medical treatment of this disease and 
its organization upon a definite plan which 
can be easily followed. 

The London Committee which reported 
to the British Congress on 547 cases treated 
in various London hospitals were very 
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greatly struck by the indiscriminate manner 
in which varied and sometimes mutually 
antagonistic methods of treatment had been 
carried out in a single case. Many patients, 
they say in this report, “were subjected to 
a multiplicity of drugs, and to a succession 
of drastic procedures, such as might be 
expected to reduce a parturient woman in 
good health almost to the point of death.” 
A certain number of cases were subjected 
in succession to treatment by purgation, 
venesection, intravenous saline, morphine, 
hot packs, and veratrone, besides being de- 
livered by Cesarean section or accouche- 
ment forcé; in these cases it appears that 
excessive treatment may have been largely 
responsible for any fatal results which 
occurred. 

The Dublin method is based upon the 
following points: 

1. Constant supervision of the patient by 
a doctor or an experienced nurse, in a quiet 
darkened room. 

2. Complete deprivation of all food ex- 
cept water; to a comatose patient nothing 
whatever, even water, should be given by 
the mouth. 

3. Stomach lavage to empty that viscus 
and clear it. 

4. Colon lavage for the same purpose, 
repeated as required to keep the colon 
empty. Great importance is attached by 
Dublin to this point; very thorough lavage 
is practiced, several gallons of fluid’ being 
run in and out through a long tube, the 
‘ procedure sometimes occupying as much as 
an hour and a half. 

5. Purgation by salines 
both by stomach and colon. 

6. No obstetric procedure whatever until 
labor is near the end of the second stage. 

7. Administration of morphine in total 
doses of % grain to 1% grains. 

The present master of the Rotunda, Gib- 
bon Fitzgibbon, has slightly varied this 
treatment by the omission of the morphine. 
Treatment on these lines is now generally 
carried out in Ireland, and the excellent 
results achieved he has referred to. 

In his opinion the general adoption of 


administered 
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the principles of treatment advocated by 
Stroganoff and Hastings Tweedy would 
result in an immediate reduction of the 
mortality of this disease and the consequent 
saving of many valuable lives. He is not, 
however, prepared to say that the Dublin 
method is the last word that can be spoken 
on the subject. 





Practical Methods in the Treatment of 
Infantile Paralysis in Children. 


GIRDLESTONE (Proceedings of the Royal 
Society of Medicine for October, 1922) 
gave a demonstration of some of the 
methods of splintage, posture treatment, 
and of application of simple walking appli- 
ances used in the Wingfield Orthopedic 
Hospital, Oxford, and its surrounding out- 
patient clinics in the treatment of infantile 
spinal paralysis. 

The cases shown illustrated the methods 
of treatment employed at the various stages 
of the disease. 

First Stage—The child is completely 
wrapped in cotton-wool and bandaged on a 
Thomas’s double spinal frame with a thick 
soft saddle and a _ head-piece. This 
splintage, which is applied whenever pos- 
sible at the very onset of the disease, is 
kept up continuously for six weeks or 
longer in serious cases, and supplies an 
almost complete degree of rest to the 
affected ganglion cells, both from reflex 
stimulation associated with skin stimulation 
or joint movements, and from the efferent 
stimuli concerned with active movements. 
In the first stage of infantile paralysis rest 
as complete as possible should clearly be 
given to the inflamed or poisoned ganglion 
cells; it is probable that very much can be 
done toward effecting the ultimate recovery 
of the patient by the prompt provision of a 
thick protective layer of cotton-wool and 
thorough immobilization of the head, spine, 
and affected limbs. Frequent restless move- 
ments are avoided and the children soon lie 
contented and quiet. The feet are kept at 
right angles in plaster over thick wool 
padding, or on splints. The position of the 
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anterior superior iliac spines is frequently 
verified to make sure that the pelvis remains 
true. 

Second Stage.—The principles to be ap- 
plied at this stage are: 

1. Postural treatment of the trunk and 
limbs. 

2. Correction of deformities, if any have 
developed. 

3. Restoration of ganglion cell activity, 
induced by: (a) Skin stimulation by light 
massage; (b) muscle group reéducation; 
(c) locomotion without overstrain. 

These principles are applied carefully and 
in the order as stated. 

(1) Postural treatment. This is guided 
by (a) the distribution of the paralysis, i.¢., 
the protection of weak or paralyzed muscles 
from overstrain; (b) the need for safe- 
guarding certain “key” muscles. 

The patients are now wearing simple 
splints insuring the desired posture, the 
muscles particularly favored being the 
deltoid and the median thenar intrinsics in 
the upper limb, and in the lower the glutei 
and the quadriceps. 

Attention is drawn to the simplicity of 
the various apparatus. During the whole 
of the second stage, which may last for 
years, no hinged apparatus is used. The 
simple abduction splint, the walking caliper 
double side irons, with plaster and an 
occasional celluloid splint satisfy the needs 
of the limbs. 

Where the trunk muscles are very weak 
a light spinal support is applied. Several 
children were shown walking fairly well 
with two calipers and a light spinal sup- 
port, but paralysis was originally so 
extensive that they were thought to be 
hopelessly bedridden. They thus get about 
and go to school, while the weak or para- 
lyzed muscles are protected from overstrain. 

(2) Correction of deformity. This is 
almost always done by repeated plasters, 
but in late cases of paralytic scoliosis cor- 
rective or supporting splintage is applied 
very carefully, and any limitation of the 
already enfeebled respiratory movements is 
avoided so far as possible. Murk Jansen’s 


‘method is often used (his plaster bed, and, 


at a later stage, his light scoliosis support). 

(3) Restoration of activity. During this 
process the case is carefully watched. 
Exercises are always kept within the range 
of the muscular power, and, when locomo- 
tion is recommenced, the greatest watchful- 
ness is necessary. This is especially the 
case with the quadriceps, and although the 
caliper is never removed until Mackenzie’s 
final test is satisfied, it is occasionally 
necessary (even after that test) to reapply 
the caliper for some months owing to a 
gradual weakening of the quadriceps due 
to the strain of walking without its support. 

Third Stage-——The second stage passes 
into the third when the results of treatment 
have distinguished the muscles that are 
recoverable from those that are perma- 
nently paralyzed. The patient’s capabilities 
are now developed, whether by operation, 
such as joint stabilization and tendon 
transplantation, or by suitable appliances ; 
but operations such as arthrodesis are post- 
poned until after the age of eight or ten 
years. Neither knee- nor ankle-joint is ever 
fixed by arthrodesis. 

The. whole demonstration served to show 
what can be done for paralytic cases by 
simple and cheap appliances. The appa- 
ratus used is economical both in first cost, 
for it does not require difficult meas- 
urements or repeated fitting, and in 
maintenance, for it is strong though light 
and without fragile or complicated joints. 
The appliances enable the children to walk 
and, at the same time, protect the paralyzed 
or weakened muscles from overstrain or 
overstretching. 





Anesthetics and Analgesics in Labor. 


GREENWOOD, in the British Medical Jour- 
nal of October 14, 1922, in referring to the 
correct technique to be observed in suc- 
cessfully inducing seminarcosis, the effects 
on the mother and those on the infant, says 
that every case should be regarded as a 
major surgical operation and the ordinary 
aseptic precautions rigidly observed. First, 
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we must decide how early the analgesic 


treatment may be begun. In primipare 
it is very important to be sure the labor 
has really set in and the os has made some 
progress in dilatation. A fairly safe average 
guide is to begin when the os is the size 
of a shilling. In any case regularity of the 
uterine contractions must be established. 
In multipare, however, the first injection 
may be given as soon as several good con- 
tractions have demonstrated the onset of 
the labor. From the moment of this de- 
cision the judgment of the attendant must 
be continually on the alert if he is anxious 
to obtain the best results. Thus it may be 
stated that for the majority of patients the 
first dose should be omnopon 1/3 grain (or 
morphine 1/5 grain) with scopolamine 
1/150 grain. But even here not enough 
attention has been paid to the variation of 
the initial dose according to the type of 
patient. A small, worn-out, phlegmatic 
woman would not need quite as much as 
this, while a large, athletic, vivacious type 
may easily need half a grain of omnopon 
and scopolamine 1/120 grain. 

Having received the first injection the 
patient is bidden to lie down, be calm and 
go to sleep with the confident assurance 
that the labor will proceed well. This, of 
course, presupposes that a previous exam- 
ination has shown it to be reasonably an- 
ticipated, that any malpresentation has been 
rectified or can be during the progress of 
labor, and that any disparity in the size of 
pelvis and fetal head has been met by a 
suitably timed premature induction, etc. In 
from an hour to an hour and a half the 
patient should be sleeping comfortably 
between the uterine contractions, which 
will rouse her at each onset. Judged by the 
amount of sleep the patient has had, and 
to some extent by the flushing of the face, 
the second dose may vary between 1/150 
and 1/450 grain of scopolamine alone, 
usually not so small as the latter. About 
half an hour after the second injection the 
testing for amnesia is begun. The majority 
of patients have not responded enough until 
this time, and earlier testing is therefore 
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an act of supererogation. This testing is 
the only certain way of determining success 
or failure in spite of repeated assertions 
to the contrary, and the border-line between 
the two is so narrow that its importance 
cannot be overrated. Success means that 
the patient has reached the stage of for- 
getfulness—no more, no less. And it must 
be regarded equally as failure if the pa- 
tient does not reach the amnesic condition 
or if she is needlessly beyond it. To aim 
at analgesia is not only unnecessary but 
oversteps the safety line. In every ideal 
case there is probably some analgesia, for 
which it would be better to reserve the 
term “hypalgesia.” To adopt this would 
emphasize the fact that any marked anal- 
gesia is unsafe. From this point onwards 
there may be the greatest diversity in the 
dosage, and the amounts of scopolamine 
are determined entirely by the amnesic 
state of the patient. So too are the intervals 
at which a repetition of scopolamine is 
necessary. It may be added that toward 
the end of the labor it is well to avoid if 
possible the administration of any dose too 
near the moment of expulsion of the infant. 

The method of applying the test for 
amnesia which he uses is as follows: Some 
object with which the patient is familiar is 
chosen; a convenient one being something 
from the infant’s basket—a sponge, a 
comb—but any other, such as a key, or a 
penny, will do. The patient is gently 
roused, shown the object, and asked what it 
is. She will usually reply promptly, “A 
sponge.’ She is then allowed to fall asleep 
at once. About half an hour later she is 
again roused and asked, “What did I show 
you a little while ago?” If she promptly 
replies ““A sponge,” she is not yet amnesic; 
if she appears to make an effort to remem- 
ber and finally does so, she is on the verge 
of amnesia; but if fully amnesic she will 
say she does not know or will give some 
perfectly irrelevant reply, or perhaps do so 
by a counter-question. The object in view 
is now attained, and as the testing proceeds 
during the progress of the labor a repe- 
tition of the scopolamine is needed if the 





























patient appears to be on the verge of re- 
membering the object shown, or if she 
does just recollect it, but not unless this 
occurs. These following doses will vary in 
amount as in the case of the second one. 

During the progress of the labor it is 
most important to protect the patient from 
sensory impressions of all kinds, especially 
powerful stimuli such as loud noises, bright 
lights, etc. Unless the patient happens to 
be near a noisy thoroughfare there is no 
need to use more than ordinary precautions 
to secure quietude. If there be any uncer- 
tainty on this point an oiled tampon of wool 
in each meatus will be enough. If the pa- 
tient be suddenly roused from sleep or be 
allowed to recover her memory the incident 
and a few pains will probably be remem- 
bered. Gauss felicitously called this a 
memory island, and if a number of such 
occur the patient may reconstruct the whole 
of the labor from them and may even say 
she has never been asleep. Above all, 
nurses must be forbidden to help patients 
to bear down or handle them roughly. Pa- 
tients will usually pass urine if told to do 
so, but if not they must be catheterized at 
suitable intervals. 

Some obstetricians have expressed the 
opinion that they do not object to giving a 
patient one dose of scopolamine-morphine, 
but will not give a second even of scopola- 
mine alone. This has nothing whatever in 
common with amnesic narcosis, and is (to 
use a homely simile) neither fish, flesh, nor 
fowl, and -will not be further discussed. 

For a busy practititoner, however, who 
has not time to give the attention the above 
outline demands, there is a modified method, 
which, while not giving nearly the satisfac- 
tory results obtained by the above, may yet 
achieve about 60 per cent of successes. The 
initial dose is given as before, and is fol- 
lowed by, say, 1/450 grain of scopolamine 
every hour. Not a few cases will recollect 
most, if not all, the labor, and occasionally 
one will even be overdosed, but on the 
whole a good deal of satisfaction can be got 
out of it. 

Something may be said about the more 
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general effects on the patient, before deal- 
ing with those in the infant. The first is 
the onset of drowsiness, which often asserts 
itself quite early, usually well within an 
hour of the first injection. This merges 
insensibly into definite sleep and is accom- 
panied by flushing—as a rule most marked 
on the face, but by no means always con- 
fined to it. By this time there is generally a 
pronounced slowing of the pulse, which in- 
variably, provided the technique is correct, 
at least maintains its volume and character. 
This is due entirely to the shielding from 
shock and allaying the nervousness (that 
is, emotion) of the patient. It is Green- 
wood’s usual experience that a patient be- 
ginning labor with a pulse-rate of 100 or 
over will finish the labor with it in the 
region of 70. At this time also the pupils 
are beginning to dilate and remain dilated 
to the end. This suggests a warning that 
we must be sure the patient really visual- 
izes the object we show her when testing 
for amnesia. The uterine contractions con- 
tinue, but as there is a diminishing demon- 
stration on the part of the patient it has 
been assumed the contractions also dimin- 
ish in intensity. He states emphatically 
that this is not so, as can be proved by ab- 
dominal palpation. In this connection it 
may be added the labor is not prolonged. 
Those who assert the contrary do so either 
because they think theoretical considerations 
demand it or they have used a faulty tech- 
nique. His experience, extending to over 
700 cases, amply proves his contention. 
Nor is the expulsion of the placenta in any 
way interfered with, and certainly the inci- 
dence of postpartum hemorrhage is not 
increased. But as the patient usually sleeps 
from one to four hours after the labor she 
must be watched carefully, because if hem- 
orrhage should occur she will not direct 
attention to the fact. The most striking 
after-effect on the mother is a remarkable 
well-being after the labor. Even the most 
contentious critic concedes this—indeed is 
compelled to do so. 

It may be as well to say collectively that 
the main things to avoid are analgesia, rest- 
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lessness, and a rapid pulse—a syndrome 
which is a certain indication of overdosing 
both patient and infant. 

Should any operative interference, such 
as a forceps extraction, be necessary, it is 
better to give a little of some general anes- 
thetic, not because it is impossible to do 
this under omnopon-scopolamine alone, but 
because we obtain complete passivity of the 
patient—a very necessary consideration in 
any delicate manipulation. The quantity of 
a general anesthetic needed to secure this 
end in most cases is surprisingly small. 

After all, it is round the question of the 
interest of the infant that discussion has 
chiefly centered. Some observers have 
stated that the risk to the fetus is gravely 
increased, but as a rule alongside this state- 
ment there has been no exact description of 
the technique used. From what he has 
already said it may readily be inferred that 
the margin between amnesia and analgesia 
is very narrow, and with the least inat- 
tention or lack of skill it may easily be 
overstepped. This is only another way of 
emphasizing the importance of the memory 
test. It has repeatedly been said that sco- 
polamine-morphine causes asphyxia, and 
this with such an air of finality that one 
would almost conclude it is the only cause 
of asphyxia. Now the causes of asphyxia 
are very varied, and if scopolamine-mor- 
phine be used, to say that all the cases of 
asphyxia are due to the drugs is scarcely 
fair. 

This is not the place to analyze the figures 
given by Browne of Edinburgh in a very 
important and interesting investigation into 
the causes of death in 200 consecutive cases 
of stillbirth. The point of interest now is 
that in these 200 cases no cause of death 
could be found in two, and it was therefore 
attributed to scopolamine-morphine. In 
these two cases the mother had a second 
dose of morphine, a practice which is now 
discontinued in Edinburgh and a point on 
which Greenwood lays stress. 

What occurs unequivocally in a number 
of cases is a condition of oligopnea, a 
condition for which the opium derivative 
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As the 


is at least largely responsible. 
operator improves in his judgment and is 
able to reduce the amount of morphine in 
suitable cases the incidence of oligopnea 
diminishes. It is of course due to absorp- 
tion of the drug through the placental cir- 
culation, and the condition is as follows: 
immediately on expulsion the infant utters 
a sharp cry and moves its limbs in the char- 
acteristic way, but these become abortive 
and the child lapses into sleep, the breathing 
at the same time becoming somewhat shal- 
lower and slower. It appears exactly as 
though the infant were tired, resented any 
interference, and wanted a little rest before 
taking on the serious responsibilities of 
life. If left to itself the child reverts to 
normal breathing within a short time, and, 
provided the condition is not accompanied 
by any cause of a definite asphyxia, no 
active interference is needed, nor, indeed, 
wise. So far from being harmful, he is 
convinced that oligopnea does no more than 
shield the infant from the shock of a rough 
and prolonged passage through a non- 
resisting bony canal that is usually too small 
for it. We are apt to forget that an in- 
fant’s voyage into life is often more stormy 
than is pleasant, and Greenwood says he 
is sure that this treatment at least reduces 
this unpleasantness. 

Lapthorn Smith, in discussing this paper, 
said he had observed that in one town the 
most successful practitioner was one who 
gave his confinement cases morphine. He 
thought the suffering in the early stages of 
labor was generally due to fear. He advo- 
cated sodium bromide and opium particu- 
larly for primiparee when the pains com- 
menced in the middle of the night. An- 
other excellent prescription was acetanilide 
in 5-grain doses, given in a cup of hot coffee 
for three doses at least. He had tried the 


scopolamine - morphine method but had 
given it up, owing to a great increase in the 
number of cases causing anxiety after its 
use. He suggested the substitution of eau 
de Cologne for the alcohol in the ordinary 
A. C. E. mixture; it made a very pleasant 
For the past thirty years in 


anesthetic. 
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every case to which he had been called in 
time he had administered an anesthetic. He 
entered a protest against the use of the 


term “twilight sleep,” as it had become 
commercialized. 





Obstetric Emergencies. 


In the Boston Medical and Surgical Jour- 
nal of October 19, 1922, Tirus states that 
postpartum hemorrhage is often caused by 
the unintelligent handling of the third stage. 
Too hasty attempts at Credé’s method may 
cause premature separation of the placenta, 
with resulting relaxation. There is only 
one time for Credé’s method on a 
fundus, and that is when the placenta has 
separated. Dogmatically waiting for a given 
number of contractions sometimes results 
in leaving the placenta in the uterus after 
it has separated; other times it results in 
attempting to express the placenta before it 
has separated. Placental separation evi- 
dences itself in two ways: the descent of 
the cord, and bleeding. There can be no 
bleeding unless there be some lacerations, 
until the placenta separates somewhat or 
entirely. Too vigorous attempts at Credé’s 
method result occasionally in inverting the 
uterus, with or without separation of the 
placenta. Inversion may occur spontane- 
ously, but probably infrequently; usually 
from poor management. 

An inverted uterus causes postpartum 
hemorrhage. If the fundus, inside out, 
appears at the vulva, the diagnosis is simple. 
If the fundus is not in sight, attempts to 
look at the cervix to ascertain the cause of 
bleeding reveal the true condition. The 
inverted uterus must be replaced. Manual 
attempts, under ether, may be successful; 
if not, laparotomy is necessary. Patients in 
whom the uterus has inverted are usually in 
profound shock, and transfusion is often 
necessary. 

Before leaving the subject of postpartum 
bleeding, a closely allied condition should 
be considered—the completely adherent pla- 
centa. In one sense it is not an emergency, 
for it causes no bleeding. This condition 


is one of the most serious complications met 
with. Fortunately, it is rare. Its serious- 
ness results from sepsis, postpartum 
bleeding and rupture of the uterus as 
possible sequelz of its removal. The truly 
adherent placenta shows no bleeding. After 
waiting a reasonable time, an hour for 
example, after the baby comes, during 
which time there have been contractions but 
no descent of the cord, or bleeding, the 
diagnosis of completely adherent placenta is 
made. It is the usual custom, once the 
diagnosis is made, to remove the placenta 
manually. The placental site, where the 
uterine sinuses are open, is the point where 
infection most easily occurs. The vagina 
cannot be sterilized. If nature has not 
completely attenuated the organisms nor- 
mally present in the vagina at labor, of 
course they are carried up into the uterus 
by the gloved hand. Attempts at separation 
of the placenta are traumatic, no matter 
how gently performed, and of course organ- 
isms thus introduced are deposited where 
they will do most harm. 

Adherent placentas manually removed go 
septic in at least one-third of the cases, and 
the mortality from the complication is really 
appalling. As already mentioned, attendant 
dangers besides sepsis are rupture of the 
uterus and postpartum hemorrhage, and 
because of these dangers the manual 
removal of the placenta is looked upon with 
much hesitation. Other methods of treat- 
ment have been advocated. One man 
advises, after waiting twelve hours with no 
evidence of separation, to cut the cord at 
the introitus and remove the placenta by 
extraperitoneal hysterotomy. This seems 
unnecessarily radical. Another suggestion 
is to leave the placenta in the uterus 
indefinitely, and do nothing unless bleeding 
occurs. Theoretically, so long as the 
placenta remains adherent, and does not get 
infected (and it must be admitted that 
going into the uterus through the vagina is 
the surest way of causing infection) it can 
do no harm. This conservative inactive 
method is not generally adopted, but is 
deserving of much consideration. If the 
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placenta is removed manually, small frag- 
ments are left behind which may cause 
bleeding. If there is any tendency to bleed 
after removal of the placenta, the uterus 
‘should be packed, and if one knows that the 
uterus has been ruptured, one should con- 
sider seriously the need of going into the 
abdomen. So much for the bleeding cases. 

Actual eclampsia as an obstetrical emer- 
gency is met with very infrequently where 
prenatal care has been adequately given. 
Nevertheless there is an occasional fulmin- 
ating eclamptic, which comes up even in the 
best regulated obstetrical practices. The 
disease, so gradual in its onset, with its 
slowly rising blood-pressure, the increasing 
urinary abnormalities, once in a while pops 
up almost over night. The patient has had 
no edema, her urine has been normal, her 
blood-pressure has not risen, and right out 
of a clear sky a seizure presents itself. The 
treatment of such cases is now under dis- 
cussion. There are two schools: the first 
says to leave the patient alone, get her 
kidneys working, give her morphine, do not 
operate more energetically than to start up 
labor; the other school bases its opinion 
upon the hypothesis that the cause of 
eclampsia is intimately associated with the 
uterine contents, and that unless an attempt 
is made to remove these, more absorption 
will take place, and advises immediate 
delivery. In one respect, so far as treat- 
ment goes, everybody is in accord. 

No one to-day advises accouchement 
force. This method of rapidly emptying 
the uterus was pretty universally in vogue 
ten or fifteen years ago. Patients not in 
labor were put on the table with a pulse of 
80, the cervix was manually or instrumen- 
tally dilated, the baby delivered, the whole 
process consuming perhaps twenty minutes ; 
the result very frequently was maternal 
death, and death due to divulsion of the 
cervix and shock, rather than to eclampsia. 
Because of this general experience, rapid 
delivery is no longer entertained. It still 
seems best, however, to most men to empty 
such cases immediately, and this had best 
be done by abdominal or vaginal Czsarean 
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section, depending upon the duration of 
pregnancy and the character of the cervix. 
If seizures occur unannounced in the midst 
of labor, allow labor to proceed, using 
oxygen for convulsions, and deliver opera- 
tively, when cervical dilatation is complete. 
Postpartum eclampsia is treated by blood- 
letting, oxygen for the convulsions, 
morphine, forcing fluids, and catharsis. The 
after-treatment of any eclamptic is blood- 
letting, when the blood-pressure remains 
above 150, and forcing fluids to the limit, 
getting fluid in by rectum, under the breast, 
or into the vein. Morphine should be used 
to the physiological limit. Excessive 
catharsis is not rational. Repeated large 
doses of salts surely dehydrate the blood; 
moderate catharsis is more rational. 
Before leaving that part of obstetric 
emergencies which deals primarily with the 
mother, consider the rather infrequent 
complication, obstetrical shock. Obstetrical 
shock is just like surgical shock. It is 
characterized by low blood-pressure, pallor, 
thready, rapid pulse, clammy perspiration, 
and, in general, exhibits a patient in a most 
extreme condition. This is seen after 
normal labors as well as after labors 
prolonged or complicated, after easy non- 
operative as well as after difficult operative 
labors. Of course, one is not surprised to 
see it associated with postpartum hemor- 
thage, but it is a very distressing and 
wearisome experience to be summoned a 
few minutes after attending a perfectly 
normal, healthy girl through an easy labor, 
to find her in a state of extreme collapse. 
One unconsciously feels for the fundus, 
and finding it hard and firm, with no 
unusual bleeding, all fear of hemorrhage 
ceases and one realizes that he has to deal 
with shock. Such cases when given mor- 
phine, heaters, and blankets, with the foot 
of the bed raised, will come around in a 
short time, but nevertheless they are very 
disconcerting. More unpleasant are the 
shock cases associated with operative 


delivery (which at the time seemed easy 
enough, but which, in retrospect, with the 
patient in a state of collapse, are crowded 


























nm ty — 


Ai, | I, is RN ia 











with alarming possibilities) or with hemor- 
rhage, moderate or severe, which had 
seemed checked. In addition to the treat- 
ment suggested for the previous type, when 
the element of bleeding has entered, trans- 
fusion should be done without delay. The 
operation can be fone immediately, for 
forethought has summoned on the spot an 
acceptable donor, and transfusion shows the 
same remarkable effect for these shock 
cases as for the more or less exsanguinated 
cases that it has already been suggested for. 


Acute Appendicitis and Acute Right 
Salpingitis. 

Marcus, in the Lancet of October 14, 
1922, states that in a recent work on the 
diagnosis of acute “abdominal emergen- 
cies,’ it is admitted that the difficulty of 
distinguishing between acute appendicitis 
and acute inflammation of the _ right 
Fallopian tube may be very great. This 
statement, and the fact that the point made 
below is not mentioned in text-books on 
surgery or gynecology, prompts the follow- 
ing note. Sherren long since pointed out 
that in acute appendicitis pain is usually 
felt first in the region of the umbilicus, and 
only later in the right iliac fossa. This 
important diagnostic point, not yet fully 
appreciated, corresponds with Mackenzie’s 
dictum, that lesions of the small intestine 
cause pain, which is usually referred to the 
midline, round the umbilicus. In acute 
tight salpingitis, on the other hand, pain is 
felt almost invariably, and from the first, 
on the right side. In addition, the pain is 
usually referred down the right thigh, 
anteriorly, sometimes as far down as the 
knee. It is to be noted that other lesions 
of the Fallopian tube, such as ruptured 
pyosalpinx, ruptured ectopic gestation, or 
twisted ovarian cyst, will cause pain having 
a similar distribution. This point, however, 
must be made—with inflammation of a 
retrocecal appendix, the pain is usually felt 
from the first in the right iliac fossa. 

In none of the numerous cases of acute 
appendicitis examined personally, and veri- 
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fied by operation, has pain ever been 
complained of in the right thigh, in con- 
tradistinction to cases of right salpingitis, in 
which this sign has usually been present. 
Occasionally right salpingitis and appen- 
dicitis have coexisted, and in these cases 
pain has been felt round the umbilicus, in 
the right iliac fossa, and in the right thigh. 

The distribution of pain in the two 
conditions is explained by the fact that the 
Fallopian tube is developed as a lateral 
organ, and is represented in the spinal cord 
by the eleventh and twelfth dorsal and first 
lumbar segments (Head), while the appen- 
dix is mesial in origin, and is represented by 
the tenth and eleventh dorsal segments. On 
these facts alone, and apart from all other 
considerations, a correct diagnosis can often 
be made. In acute appendicitis pain usually 
starts in the midline and rarely passes below 
the groin, while in right salpingitis the pain 


starts laterally and usually radiates down 


the right thigh. 





Causes and Care of Arterial 
Hypertension. 


In The Journal-Lancet of October 15, 
1922, Cross states that in the treatment of 
raised blood-pressure two things should be 
attempted: reduction of the burden al- 
ready thrown upon the heart and arteries, 
and elimination of those causes which keep 
up or increase vascular tension. The vaso- 
dilator group of drugs has fallen into 
deserved disrepute because they are actually 
of little effect; and, furthermore, artificial 
reduction of an existing pressure by such 
means frequently results in unfavorable 
states of vitality. Of late a new group of 
drugs is under consideration, of which 
benzyl compounds are examples, because of 
the reputed and sometimes notable effect in 
relaxing spasms of unstriped muscle in 
other tissues. As yet no permanent result 
has been authoritatively observed from 
their use, though encouraging reports are 
made. It has also been traditional to sup- 
pose that protein foods cause high blood- 
pressure. 


128 


Mosenthal made an interesting experi- 
ment upon an individual with marked 
hypertension, who took for thirty-nine days 
the same number of calories per day, but 
for a period a high protein and another 
period a low protein diet. No effect upon 
the height of the blood-pressure could be 
seen. It would be wrong to generalize too 
much from this one instance. A high pro- 
tein diet does produce tissue changes which 
raise blood-pressure. A regimen lacking 
in protein induces low vitality, anemia, and 
poor nutrition. On this account we may 
have erred in prohibiting proteins at times. 
It is probably in hypertension with kidney 
involvement that the protein intake should 
be limited below the normal balanced diet, 
to relieve the damaged renal tissue, rather 
than because the products of protein diges- 
tion directly irritate heart or arteries. 

Overweight is a disadvantage to the bur- 


dened circulatory mechanism. A diet high . 


in carbohydrates may be deleterious in these 
instances. As a matter of fact, with a 
combination of high blood-pressure and 
obesity a reduction of weight often relieves 
the hypertension remarkably. The same 
argument applies to fats, though they have 
no selective effect upon the heart, arteries, 
or kidneys. Various observers have experi- 
mented with salt in the diet in hypertension. 
Some of these, apparently, have found that 
increase or diminution of sodium chloride 
causes a rise or fall in the blood-pressure. 
Other observers deny this. The truth prob- 
ably is that it is only in hypertension with 
nephritis that sodium chloride intake has 
an effect on the height of the blood-pres- 
sure. We know that the elimination of 
salt is interfered with in most cases of 
nephritis. 

It is probably unnecessary to restrict the 
fluid intake in an effort to reduce blood-pres- 
sure. It is true that very large amounts of 
fluid do result in an increase in arterial 
tension, as observed by Miller and 
Williams, but Mosenthal found that this 
rise required an ingestion of many times 
the probable amount of liquid which the 
individual would be likely to take. Intra- 
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venous administration of solutions even up 
to 1000 cc does not affect the blood- 
pressure. 

As to the effect of rest and relaxation 
from nervous influences: In his own 
experience and that of others of wide 
clinical view, the most satisfactory results 
in treating hypertension have been attained 
by rest for a longer or shorter period, 
together with the removal of all possible 
sources of irritation and worry. This 
involves, of course, the consideration of 
business and social conditions not always 
amenable to change. How much actual 
reduction in arterial tension may take place 
in a given case is problematical. Some indi- 
viduals are able to throw off care; others 
are not. We often observe remarkable 
increase in blood-pressure under conditions 
of acute grief or anxiety, with a return to 
or near normal later on. Worry becomes a 
habit, and one very difficult to break. On 
this account a prediction cannot be made 
how far rest will benefit such cases. Rest 
does good, especially rest in a recumbent 
position. From a theoretical point of view 
the progress of pathological changes will be 
best retarded by this means. It becomes 
absolutely necessary in the presence of acute 
symptoms due to hypertension. 





The Internal Secretions in Their Rela- 
tions to the Neurologist and 
Psychiatrist. 

DercuMm, in the New York Medical Jour- 
nal and Medical Record of October 18, 
1922, states that a generalized picture is 
presented largely in the so-called status 
thymicolymphaticus. Here it would appear 
that the more extensive epithelial structures 
had been developed insufficiently or in- 
adequately and that there had been a 
corresponding excess of the relatively 
unimportant lymphatic or connective tissue. 
In fact, the status thymicolymphaticus is 
characterized by a persistent thymus gland 
and a general lymphatic hyperplasia. In 
keeping with these facts we find numerous 
morphological anomalies. Prominent among 
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these are stigmata of arrest and deviation 
of development affecting almost all of the 
organs and tissues. Such anomalies are 
present, of course, in varying degree, 
sometimes very slight and sometimes 
marked, but always significant. That the 
nervous and mental symptoms should share 
in the general biological inferiority can be 
largely understood. Thus we may have in 
the more pronounced cases idiocy, in others 
mental infantilism, or, it may be, so-called 
constitutional inferiority; in others again 
a feebleness of structure such as leads 
later on to a dementia precox; or, on the 
other hand, in the milder cases to those 
aberrancies of the reaction of the organism 
which give rise to the neuroses, more 
especially to hysteria, psychasthenia, and 
hypochondria. Personally, Dercum is con- 
vinced that we commonly overlook enlarge- 
ment and persistence of the thymus gland. 
It ought to be far more frequently studied. 
Now and then we make a discovery; for 
instance, its persistence in diseases of 
morphological origin, such as multiple 
cerebrospinal sclerosis. 

Instead of generalized disease pictures 
such as these, we may have instead symp- 
tom groups due to the involvement of 
special glands. These pictures are all well 
known. There are the hyperthyroidism and 
hypothyroidism, so often met with in the 
neuroses; then the graver forms of thyroid 
disturbance seen in exophthalmic goitre and 
in myxedema; the mixed form of thyroid 
and pituitary disturbance seen in adiposis 
dolorosa and other forms of adiposity. In 
exophthalmic goitre, Graves’s disease, there 
is, by the way, quite commonly also an en- 
larged thymus gland, a fact not generally 
recognized. Then we have the disturbances 
of the pituitary seen in acromegaly and in 
dystrophia adiposogenitalis, and in the 
disturbances of carbohydrate metabolism; 
then the train of affections dependent upon 
disease of the medulla of the adrenals on 
the one hand and of the adrenal cortex on 
the other ; not to speak of the disturbances 
of the sex glands. One of the facts that 
impresses us when we study these special 


clinical pictures is that no given affection 
can be narrowed down to one gland, but 
that they all present symptoms which can 
only be explained by the ‘involvement of 
several glands. In other words, they are 
in a degree all more or less pluriglandular. 

With these general facts before us what 


‘shall be our attitude as regards treatment? 


Evidently in the graver forms in which 
gross or marked failure of development is 
present, such as in idiocy, imbecility, con- 
stitutional inferiority, and very frequently 
in dementia przecox, the facts set an abrupt 
barrier to our attempts at therapeutics. 
Not so, however, in the milder forms such 
as we meet with in the neuroses. Bearing 
in mind the basic facts of the biological 
feebleness of the organism, forced nutri- 
tion and rest such as is practiced in 
systematic rest-cure methods assume here 
a specially important rdle. Sometimes, too, 
when the underlying condition consists of a 
larvated status thymicolymphaticus the 
change that can be brought about by small 
doses of thyroid administration is truly 
amazing. Similar remarks apply to hypo- 
thyroidism and myxedema, and to a less 
extent to hyperthyroidism and exophthal- 
mic goitre. Slight disturbances of the 
thyroid gland, it may be remarked in 
passing, should be especially sought for in 
cases of so-called psychasthenia. In regard 
to thyroid administration an important 
point to bear in mind is that often more is 
accomplshed by small doses continued for a 
long time than large doses for a short time. 
Besides, such a method is much safer as 
the action of the thyroid substance is often 
cumulative. Finally, he prefers the desic- 
cated gland to the extracts or to thyroxin, 
which he has not yet ventured to use. 
Space will.not permit of a consideration 
of pituitrin, adrenalin, spermin, and other 
glandular preparations. Suffice it to say 
that the well-known properties of each are 
a sufficient indication for their use. Quite 
commonly he believes it wise to resort to a 
pluriglandular therapy. In this connection 
we should bear in mind especially the 
persistent administration of small doses of 
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thyroid extract to stimulate the general 
tissue metabolism. Not infrequently this 
method results in stimulating the entire 
chain of glands of internal secretion. It is 
important, however, to remember, in com- 
bining the various glandular preparations, 
the relations which have been developed 
between the various glands. The latter 
have arranged themselves, so to speak, into 
two groups, the members of one of which 
act synergically or in harmony with each 
other, but are in antagonism with the 
members of the other group; thus, the 
thymus gland is in harmony with or 
reénforced by the thyroid, the pituitary, the 
cortex of the adrenals, and perhaps the 
parathyroids ; on the other hand the thymus 
is antagonized by the medulla of the 
adrenals—the chromaffin system—and by 
the sex glands. It would be unscientific, 
therefore, to combine any two or more of 
the glands belonging to antagonistic groups. 
Finally, as regards the entire matter of 
endocrine therapy we should bear in mind 
that save in given instances we should not 
expect too much. The glandular failure 
which calls forth the symptoms of a given 
case is always biological, and this fact 
necessarily often and very early fixes a 
limit to what we are able to accomplish. 





Control of Hemorrhage in 
Tonsillectomy. 


In the Virginia Medical Monthly for 
October, 1922, MILLER states that in prepa- 
ration for operation a hypodermic of 
morphine and atropine should be given to 
all patients thirteen years old or over, in 
dosage suitable for age and weight of 
patient. This practice is wise in operations 
under local as well as general anesthesia. 

The effect of morphine on local bleeding 
is too well known to need further com- 
ment, and in local anesthesia operations it 
reduces the apprehension of the patient. 
Atropine by drying up the oral secretions 
prevents the tonsillar fossa from con- 
stantly filling with saliva, which saliva 
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undoubtedly prolongs the oozing from the 
fossa. 

Bleeding immediately following opera- 
tion is reduced by using the cold wire snare 
in the Beck instrument without dissection. 
After the loop is tightened around the pedi- 
cle, the tonsil should be cut off very slowly, 
taking three to five minutes to cut through 
the pedicle. After removal of the tonsil, 
carefully inspect the fossa for any small 
pieces of tonsil that may be left as the 
presence of these tends to prolong bleeding. 
After getting the fossa clean it should be 
carefully inspected, using suction to remove 
all blood, and look for bleeding points. 
Any bleeding point that does not stop 
promptly should be caught with hemostatic 
forceps and held for a few minutes; if 
when released bleeding continues it should 
be caught again and tied. In tying off a 
bleeding point it is his practice to use 00 
chromicized catgut threaded into a fine 
curved needle; the needle is then passed 
above and below the forceps and the liga- 
ture tied. Should the bleeding be a per- 
sistent oozing, rather than one or two bleed- 
ing points that can be caught, gentle pres- 
sure into the fossa for several minutes, 
either with sponge or using the enucleated 
tonsil as recommended by Greene of Ashe- 
ville, will frequently be sufficient to stop it. 
If bleeding persists after this, the applica- 
tion into the fossa of peroxide of hydrogen 
will frequently. control this, or dip a cotton 
swab into Monsel’s solution and wring it 
out till there is no free solution on the 
swab, and with it touch lightly the fossa 
after it has been dried with cotton sponge. 
The use of tonsillar compression forceps 
like the Storck-Mikulicz is sometimes 
necessary, but that is best avoided if possi- 
ble on account of the trauma inflicted on 
surrounding soft tissues. The suture of 


the anterior and posterior pillars either over 
a compress which is to be removed in 
twenty-four hours or the permanent elim- 
ination of the fossa by suturing the pillars 
for control of bleeding has never been used 
by him, but many operators use these 
Tying of 


methods with excellent results. 
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the external cartoid artery has been resorted 
to in some instances where the bleeding 
seemed otherwise uncontrollable, on account 
of size of vessel wounded or its location 
making tying of the bleeding point impos- 
sible. In two of his own cases this pro- 
cedure was resorted to and both did well; 
bleeding was entirely controlled and re- 
covery uninterrupted. Both of these cases 
occurred about ten years ago. 

If a bleeding point is so located that it 
cannot be caught readily to be tied and does 
not stop on application of local styptics or 
use of pressure in the fossa, the injection 
of 5 cc of normal saline solution to which 
has been added 5 drops of 1:1000 adrenalin 
solution will frequently serve to stop it. 

The injection is made at several points 
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around the bleeding spot. Coagulose or 
coagulen may be found successful used 
in the same way. 

Should bleeding start after the return to 
bed of the patient, the first thing to be done 
is to free the bleeding fossa from all clots, 
then hunt for the bleeding point and tie if 
necessary. If it is found impossible to 
catch and tie the vessel, use one of other 
methods mentioned to control bleeding and 
place patient in reclining position with ice 
collar to neck. 

Since adopting the procedure of having 
a patient’s tonsillar fosse absolutely dry 
before sending him to bed following opera- 
tion, he has had less than one-quarter of 
one per cent show any bleeding subsequent 
to operation. 





Surgical and Genito-Urinary Therapeutics 


Cancer of the Lip Treated by Electro- 
coagulation and Radiation. 

PFAHLER (Archives of Dermatology and 
Syphilology, October, 1922) notes that the 
late stages of cancer of the lip are beyond 
any treatment; that in its early stage such 
cancer is entirely under control. 

As a prophylactic measure, every point 
of irritation affecting the lip should be 
removed, such as irritation from a pipe, 
cigarette paper, excessive cigar smoking, 
traumatism, irritation from a jagged tooth, 
or excessive exposure to heat, cold, and 
wind. Any fissure or crust formation on 
the lip that lasts for four weeks without 
complete healing should be looked on with 
suspicion. Practically every one of these 
lesions, especially if there is associated any 
induration at the base, is potentially malig- 
nant, if not actually so, unless due to 
syphilis. If patients are thoroughly treated 
in these early stages, practically all should 
get well. 

In his private clinic he has treated 105 


cases of cancer of the lip; primary eighty, 
recurrent twenty, postoperative five. In 
eighty primary cases from his private rec- 
ords, seventy-four patients recovered, and 
have remained well for periods varying 
from several months to eighteen years. Two 
died of a continuation of the disease, two 
have had a recurrence, and in two the result 
is unknown. 

The recurrent conditions are always more 
difficult to cure. In the twenty recurrent 
cases treated, only eight patients recovered. 
Much will depend on the nature of the can- 
cer or the degree of malignancy. One must 
obtain prompt results from radiation or 
failure is likely to result. Thorough radia- 
tion by the Roentgen rays, and by radium 
when it can be combined to advantage, from 
the very beginning is most important. 

The five patients given postoperative 
treatment have remained well, though in 
none was there a block dissection. 

Bearing on the same topic Lain contrib- 
utes a paper based on the observation of 240 
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consecutive cases of cancer of the lip, 
diagnosed, however, from clinical symp- 
toms, rather than microscopical study. 

Cellular morphology of a cancer of the 
lip has less importance in the prognosis 
than the location or degree of development, 
or the age of the patient. On account of a 
beginning atrophy of the lymph system, 
after a certain age the prognosis is better. 
Especially is this true in cancer of the lower 
lip. 

A prickle or a squamous-cell cancer, in 
the early stage of its growth, will undergo 
degenerative changes under radiations from 
either radium or Roentgen ray just as the 
basal cell variety does. They differ only 
in the amount of radiation necessary and 
the technique of its application. 

Sufficient statistics verified both by clini- 
cal and by laboratory findings have now 
accumulated to justify the conclusion that 
cancer of the lip is equally and perhaps 
more amenable to treatment by Roentgen 
ray or radium than by surgery, and in most 
cases radiotherapy is to be preferred. 

The discussion on Lain’s paper states 
that much harm has been done both by 
radium therapy and to the patients when 
surgical conditions are treated with radium 
alone. Fifty per cent of questionable 
lesions, Bloodgood has demonstrated, of the 
cases from which he excised a V-shaped 
piece of the lip are not cancer. 

Eichenlaub believes that prickle-cell can- 
cer of the lip is best treated with surgery. 
He states that of the fifteen patients he has 
treated, eight are dead or have recurrences ; 
of the remaining seven, four have been well 
for only a year or two, so it is too early 
to call them cured. He has had one case 
treated just as a wart, then as a basal-cell 
cancer, to the point of a third-degree radio- 
dermatitis. Before this reaction healed, the 
cancer recurred in the middle of the burn. 
When excised it proved to be a prickle-cell 
cancer. This one case is enough to show 
that all prickle-cell cancers cannot be de- 
stroyed by radiation, even when superficial 
and treated early. Surgery offers the best 
hope in prickle-cell cancer of the lower lip. 
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The Schick Reaction and the Toxin- 
antitoxin Immunization Against 


Diphtheria. 


GessNER (The Military Surgeon, Sep- 
tember, 1922) describes the Schick reaction 
in immunization from diphtheria. The 
Schick test depends on the local reaction in 
the skin, caused by the irritation of the 
minute dose of diphtheria toxin injected. 
For its proper interpretation the injection 
of the toxin must be into the skin and not 
under the skin. 

To determine the accuracy of the Schick 
test, many investigators have checked the 
results of large series of tests, by means of 
the Romer subcutaneous guinea-pig injec- 
tion test, for determining the amount of 
antitoxin in the blood. .All the tests have 
indicated that, to obtain a negative Schick 
test, it is necessary for the individual tested 
to have not less than 1/30 unit of diphtheria 
antitoxin per cubic centimeter of blood. 
This amount of antitoxin is just sufficient 
to neutralize the dose of toxin injected in 
performing the test, and therefore inhibits 
the irritative action of the toxin. Larger 
amounts, of course, inhibit the reaction in 
the same manner. In exactly the opposite 
manner, if the individual has less than 1/30 
unit of antitoxin per cubic centimeter of 
blood, the toxin injected in performing the 
test is not completely neutralized, or in case 
of no antitoxin in the blood not neutralized 
at all and the local irritation of the toxin 
produces the positive inflammatory reaction. 
The presence of a very small amount of 
antitoxin in the blood, but insufficient in 
amount to protect the individual, may pro- 
duce a very faint positive reaction, and 
such a reaction should be read as a positive 
test. In other words, a positive Schick 
test indicates that less than 1/30 unit of 
antitoxin per cubic centimeter is present 
in the blood, and a negative test indicates 
the presence of not less than 1/30 unit of 
antitoxin per cubic centimeter of blood. 

Von Behring, Park and others have 
definitely determined that persons having 
1/30 unit of diphtheria antitoxin per cubic 
centimeter of blood are immune to diph- 
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theria infection. Von Behring believes 
that 1/100 unit of antitoxin will protect 
from infection, but 1/30 unit per cubic 
centimeter appears to be a safer low limit, 
and is generally accepted. From these 
observations it appears that the Schick test 
definitely divides individuals into two 
classes: first, those who have sufficient nor- 
mal antitoxin in the blood to render them 
definitely immune to diphtheria; and sec- 
ond, those who have insufficient normal 
antitoxin in the blood to protect and are 
susceptible to diphtheria. 

Further observations have elicited the 
fact that carriers of diphtheria bacilli are 
all immune to the disease and produce a 
negative Schick test. These carriers are 
persons who have had diphtheria and 
become immune as a result, or have had 
repeated exposures to the disease and 
repeated, mild, unrecognized infections 
with the diphtheria bacillus extending over 
a sufficiently long period of time to produce 
immunity. Persons attacked by diphtheria 
always give a positive Shick test at the 
onset of the disease, which indicates non- 
immunity and therefore infection on ex- 
posure to a virulent organism. Many 
individuals who have suffered from diph- 
theria fail to develop immunity to the 
. disease, but immunity is always developed 
in protracted cases, such as tube cases, in 
which the infection extends over a period 
of time. In such protracted cases the 
patient, by the very nature of the condition, 
is subjected to repeated doses of the toxin, 
which gradually produces immunity. This 
is also observed in the active immunization 
against diphtheria where the immunity de- 
velops very slowly and does not begin to 
appear for a period of six to eight weeks 
after the treatment. 

The Schick test, then, is a very accurate 
method of determining individual immunity 
and susceptibility to diphtheria infection. 
By means of this test the immunes may be 
separated from the susceptibles, and, in 
case of an outbreak, the susceptibles will 
be known and can be quickly immunized, 
which is, of course, unnecessary in the case 
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of those already immune. Individuals 
showing a positive culture of diphtheria 
bacilli from the nose or throat may also be 
separated into those who have the disease 
and those who are carriers by means of the 
Schick test, which, as stated above, is 
negative in the case of carriers and posi- 
tive at the onset of the disease. 

The Schick test has also been of great 
value in determining the degree and per- 
manency of the immunity conferred by 
active and passive immunization methods. 
Passive immunity by means of diphtheria 
antitoxin has been found to be almost im- 
mediate in its effect and may even interfere 
with the Schick test if the test is made and 
the antitoxin given at the same time. This 
immunity is, however, of short duration in 
a majority of cases, as evidenced by a 
positive Schick test in from four to six 
weeks after the injection. The active 
immunity produced either by the disease 
itself or by diphtheria toxin-antitoxin in- 
jections is relatively slow to develop, but 
is of a more permanent nature. It does not 
develop for a period of six to eight weeks, 
but is still present after several years and 
probably lasts for life in many cases. This 
observation is of great value and indicates 
that, when immediate immunization in the 
presence of an outbreak of diphtheria is 
desired, susceptible individuals must be 
immunized by a prophylactic dose of 
diphtheria antitoxin, because of its immedi- 
ate effect. It also indicates that, during a 
period when there is no immediate danger 
of diptheria infection, the active immuniza- 
tion by means of the toxin-antitoxin mix- 
ture is to be chosen, since its effect is of 
much longer duration. Numerous investi- 
gators, using the Schick test, have deter- 
mined that up to six months of age infants 
are almost always immune to diphtheria 
and give a negative result with the Schick 
test. This immunity rapidly disappears 
after the sixth month, and at the end of 
one year 60 to 70 per cent of children give 
a positive Schick test. The susceptibility 
increases in the age group 1 to 5 years, 
when 65 to 75 per cent of the children are 
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susceptible to diphtheria and give a posi- 
tive Shick test. The greatest susceptibility 
appears at about 3 years. After the fifth 
year susceptibility gradually diminishes, and 
the age group 6 to 10 years shows 30 to 60 
per cent with positive Schick test; 11 to 15 
years, 20 to 50 per cent positive Shick test. 
These results agree with the susceptibility 
rates as shown by clinical experience. 
Immunization of animals against diph- 
theria, by means of diphtheria toxin-anti- 
toxin mixtures, had been recognized for a 
long time, but it was not until 1912 that 
Von Behring first attempted to produce 
active immunization in human beings by 
this method. Since Von Behring’s report 
of successful use of toxin-antitoxin mix- 
tures, numerous investigators, but particu 
larly Park and Zingher, have developed 
this treatment to a highly satisfactory and 
efficient degree. They have been able to 


produce a satisfactory degree of immunity 
in 90 to 95 per cent of individuals treated, 
and the method has proved of great value, 


particularly in children in whom severe 
reactions are not produced by the injec- 
tions. 

The toxin-antitoxin method of immuniza- 
tion against diphtheria consists in the sub- 
cutaneous injection of a slightly toxic mix- 
ture of diphtheria toxin and antitoxin on 
three occasions at seven- to ten-day inter- 
vals. For the successful performance of 
the treatment, great accuracy is required in 
the preparation and standarization of the 
toxin and antitoxin to be used. 

A strong, well ripened and carefully 
standardized toxin is prepared in the same 
manner that the toxin for the Schick test 
is prepared, but is not diluted. A toxin of 
such a strength that 1 L dose is contained 
in 0.4 cc to 0.2 cc is suitable for the toxin- 
antitoxin mixture and efficient for active 
immunization against diphtheria. A highly 
concentrated antitoxin, with accurately 
determined strength, is also necessary for 
the preparation of the mixture. 

The diphtheria toxin-antitoxin mixture 
used for active immunization against diph- 
theria is prepared in such a manner that 
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it contains 85 per cent of 1 L dose for each 
unit of antitoxin, or, in other words, 1 L 
dose of toxin to each 1.17 unit of anti- 
toxin. This mixture is slightly toxic, since 
it requires 1 unit of antitoxin to neutralize 
66 to 75 per cent of 1 L dose of toxin. The 
toxin-antitoxin mixture thus prepared is 
then allowed to stand for two days, after 
which it is cultured for sterility and tested 
for toxicity. For the toxicity test 1 cc of 
the mixture is injected subcutaneously into 
a 250-gramme guinea-pig and 5 cc into 
another. A properly prepared mixture will 
produce only a slight induration at the site 
of the injection of the 1 cc dose followed by 
late paralysis, and a more marked reaction 
at the site of injection of the larger dose 
followed by acute death (five to six days). 
To produce active immunity in susceptible 
individuals, 1 cc of the toxin-antitoxin 
mixture, described above, is injected sub- 
cutaneously and repeated at seven- to ten- 
day intervals until three such doses have 
been administered. For children under one 
year 0.5 cc of the toxin-antitoxin mixture 
is ordinarily used. A local and constitu- 
tional reaction may follow these treatments 
which is ordinarily mild, but may be severe 
and produce a temperature of 102° to 
104° F. Mild reactions are usually ob- 
served in children under five years, so mild 
in fact that they are not noticeable, but the 
more severe type of reaction is found in 
older children and adults. 

Of a large series of cases (over 40,000) 
treated by Park, over 90 per cent have de- 
veloped a sufficiently high degree of im- 
munity, within three months after the 
treatment, to protect them against diph- 
theria infection. In all cases followed over 
a period of six years (over 2000), immu- 
nity has persisted for that length of time. 
Many cases which failed to develop im- 
munity after the first series of injections 
have been given a second series of three 
injections from three to six months after 
the first treatment. Practically all of these 
cases have been successfully immunized 
after this second treatment. These observa- 
tions definitely prove that a very permanent 
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immunity to diphtheria, covering a number 
of years and probably life in many cases, 
is produced by the subcutaneous injection 
of a slightly toxic mixture of diphtheria 
toxin and antitoxin. 

When the toxin-antitoxin immunization 
against diphtheria was first used, several 
mixtures were experimented with, one of 
which contained a slight excess of antitoxin, 
another was a mixture which was exactly 
neutral, and the third mixture was prac- 
tically the one now in use, which is slightly 
toxic. Experiments with these mixtures 
proved that a larger percentage of persons 
were immunized with the slightly toxic mix- 
ture than with any of the others, and this 
mixture has been adopted for practical use. 
in his early work Park found that only 
25 to 30 per cent of his cases developed 
immunity within four to six weeks, and 
endeavored to improve the mixture by 
adding, to the slightly toxic mixture, killed 
diphtheria bacilli. With this mixture he 


found that a much larger number of his 


patients had a severe reaction, due to the 
bacterial protein contained in the mixture, 
and soon discontinued the use of killed 
bacilli in toxin-antitoxin mixtures. Later 
observations on his first series of cases 
proved the toxin-antitoxin immunization 
much more valuable than his early observa- 
tion indicated, for he found that fully 90 
per cent of his original cases, which it was 
possible to examine six months to one year 
after the treatment, showed a negative 
Schick which indicated immunity to diph- 
theria, as against 25 to 30 per cent after 
four to six weeks had elapsed between 
treatment and test. This observation cor- 
responds to our knowledge that diphtheria 
immunity develops very slowly but is per- 
manent. 

Adults frequently have a local and con- 
stitutional reaction lasting several days and 
may develop a temperature of 102° to 104° 
F, This severe type of reaction seems to 
be due to the general sensitiveness of the 
individual to the diphtheria bacillus protein 
and the protein of the culture media. Per- 
sons who develop the pseudo-reaction with 
the Schick test appear to be more liable to 
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a severe reaction following the toxin-anti- 
toxin treatment than those who do not 
develop this reaction. 

The length of time required to develop 
immunity by the diphtheria toxin-antitoxin 
treatment makes it impracticable for use 
when there is immediate danger of diph- 
theria, such as occurs during an outbreak 
of the disease. At such a time the prophy- 
lactic dose of diphtheria antitoxin should 
be given to all susceptible individuals to 
derive the benefit of the immediate im- 
munity which it produces. The toxin- 
antitoxin mixture produces very little 
immunity when given with the prophylactic 
dose of antitoxin, for the antitoxin neu- 
tralizes the slight excess of toxin contained 
in the mixture. The toxin-antitoxin im- 
munization is of greatest value in the 
absence of an outbreak of the disease when 
it is desired to permanently immunize the 
inmates of an institution, hospital, or 
school. A highly immune population is 
thereby obtained. 

Park, as a result of his wide experience 
with this treatment, has come to consider 
all children under three years of age as 
susceptible to diphtheria and gives the 
toxin-antitoxin treatment without making a 
preliminary Schick test. Children from 
three to five years of age he also considers 
highly susceptible and gives the first injec- 
tion of toxin-antitoxin mixture and makes 
a Schick test at the same time. If the 
Schick test gives a positive result he com- 
pletes the course of three injections, but if 
the Schick test is negative no further treat- 
ment is given. 

Until very recently it was considered that 
the toxin-antitoxin mixture was quite stable 
and remained suitable for use for a period 
of at least six months. Recently it has been 
found by Park that this idea is erroneous, 
for he found that the toxin is much less 
stable than the antitoxin when the two are 
mixed, and the toxin deteriorates much 
more rapidly than the antitoxin. As a re- 
sult of this rapid deterioration of the toxin 
the slightly toxic mixture of toxin-antitoxin 
becomes neutral, after a few months, and 
later contains a slight excess of antitoxin. 
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Such a mixture, which has become slightly 
antitoxic, is not suitable for the production 
of a high percentage of immune persons. 
It will be seen, then, that the toxin-anti- 
toxin mixture must be fresh, for unless 
some means is found to stabilize the mix- 
ture it will not be practicable to commer- 
cialize the products, and its use will be 
limited to those who have adequate facilities 
for the preparation of fresh mixtures. 

Park also attempted to immunize by 
means of only two injections of the diph- 
theria toxin-antitoxin mixture, but his 
results were far less successful than with 
three injections. With two treatments only 
he was able to immunize only 33 per cent 
of one series of cases and 46 per cent of a 
second series of cases, and he determined 
that three injections of diphtheria toxin- 
antitoxin mixture were required for maxi- 
mum benefit. 

The toxin-antitoxin immunization as used 
extensively by the New York Board of 
Health in treating all susceptible school- 
children, has proved of great value in low- 
ering the diphtheria morbidity rate among 
the classes treated, and, if continued, will 
render ‘a greater portion of the population 
highly immune to diphtheria. Park does 
not insist upon administering the toxin- 
antitoxin treatment to susceptible adults, 
because of the severe reactions which 
usually occur among that class of persons. 





Wassermann Reaction in Non-luetic 
Cases. 


Downs (American Journal of the Medi- 
cal Sciences, October, 1922) concludes his 
paper on this subject as follows: 

The Wassermann reaction is invariably 
positive at some point during the course of 
syphilis, if property performed, and at suffi- 
ciently frequent intervals. 

It is but rarely positive in non-luetic 
diseases. 

It is unusual for it to be positive in 
malaria. If positive it is only weakly so 
(doubtful in Craig’s classification) while 
the fever is rising, becoming negative be- 
tween paroxysms. 


It is rarely positive in tuberculosis, and 
when positive the reaction is weak or doubt- 
ful (i. e., not diagnostic of lues in the 
absence of history or signs). The writer 
has found it positive only in far-advanced 
cases shortly before death. 

It is not positive in uncomplicated hy- 
perthyroidism. 

The cholesterinized antigen is probably 
too delicate to be of value alone in diagnos- 
ing lues when there is no history or physical 
evidence of disease. It is invaluable in 
following the course of known syphilis un- 
der treatment, by reason of its delicacy. 





Common Errors in the Treatment of 
Rectal Conditions. 


LockHart-MumMe_ry (The Practitioner, 
October, 1922) observes that the commonest 
mistake of all in regard to rectal conditions 
is the failure of the doctor, when he first 
sees the patient, to examine the bowel with 
his finger. At the present time any doctor 
can keep a box of rubber cots on his con- 
sulting-room table, and make a rectal exam- 
ination without any difficulty. Too often 
one finds that a doctor has been in attend- 
ance for some weeks without having made 
any attempt to examine the bowel, with the 
result that some gross error in diagnosis 
has been made. The patient naturally re- 
sents such maltreatment when he discovers, 
as he must do, that the condition might 
have been found much earlier. 

Results of neglecting to make an examina- 
tion are sometimes much more serious than 
the mere inconvenience to which the patient 
is subjected by being put on the wrong 
treatment. The author states that he has 
frequently seen cases in which a patient 
had for months been under treatment for 
piles, who, on examination, was found to 
have a malignant growth quite low down 
in the rectum, which, as the result of the 
delay, had become inoperable. 

There are certain mistakes which are 
very commonly made with regard to piles. 
It is often difficult, in an acute case of 
strangulated piles, to distinguish between 
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external cutaneous swellings and the in- 
ternal piles proper. External piles are gen- 
erally smooth, oval swellings and are 
covered with skin, whereas internal piles 
are either bright-red, purple, or almost 


black, if strangulated. It is very necessary 
to return the internal pile above the sphinc- 
ter, but it is a mistake to return the external 
cutaneous pile within the sphincter, and 
attempts to do so only cause considerable 
pain. The best treatment in a case of 
strangulated piles is to put the patient to 
bed, and with the finger carefully return 
the internal piles, leaving the external 
swellings alone, and then to apply a com- 
press of Goulard' and opium. This will 
rapidly relieve the symptoms, but an opera- 
tion to remove the piles will be necessary 
later. 

A very easy mistake to make is to diag- 
nose internal prolapsed piles and miss a 
growth in the rectum just above. The 
patient may be seen with very bad strangu- 
lated piles protruding from the rectum, 
about which there can be no mistake, and 
it does not seem necessary to examine the 
bowel above. It is always advisable, how- 
ever, to do so, for the piles may be sec- 
ondary to a growth higher up. This is 
quite a common mistake. The diagnosis 
of internal piles by a digital examination 
alone is not satisfactory. The presence of 
piles can neither be excluded nor confirmed 
without seeing them, and every one should 
have a small, short, tubular speculum, which 
can be easily passed and the piles quite 
easily seen. Internal piles, though large, 
cannot be felt unless they are thrombosed, 
which they seldom are. 

Another condition, which often gives rise 
to mistakes, is prolapse. A true prolapse of 
the rectum can only be diagnosed if it is seen 
when down. When the prolapse is up, 
nothing abnormal can be detected as a rule. 

Fistule do not give rise to many mistakes 
in diagnosis, but they are a common cause 
of trouble and are regular traps for the 
unwary, and it always surprises the writer 
that any one in private practice is bold 
enough to tackle a fistula. At St. Mark’s 
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Hospital we find that 50 per cent of the 
fistula cases coming up to the hospital have 
previously been operated upon one or more 
times. Fistulz are difficult cases to get to 
heal up, and unless healed the patient 
naturally will not be satisfied with the re- 
sult. The patient is either cured or no 
better, and many a reputation has been 
badly damaged by unsuccessful operations 
for fistula. There is one rather rare form 
of fistula which is very liable to cause 
trouble. These are fistule occurring over 
the tip of the coccyx. They are generally 
mistaken for ordinary fistule and treated 
by laying them open. Unfortunately a con- 
siderable number of these fistulz are really 
inclusion dermoids and are lined with 
epithelium, so that .they will not heal up 
unless they are completely cut out. Lock- 
hart-Mummery has on more than one occa- 
sion had such cases sent to him after two 
or three futile attempts had been made to 
heal them in the ordinary way, much to the 
exasperation of both the doctor concerned 
and the patient. 

Most fistule only arise as the result of 
a mistake, and need never occur at all. 
They mostly arise from abscesses in the 
neighborhood of the anus, which have not 
been freely opened at once. It is still far 
too common to treat an abscess in this neigh- 
borhood by hot baths and fomentations, 
instead of opening them with the knife 
immediately the case is seen. When an 
abscess in this situation is opened imme- 
diately, a fistula very seldom results. 

One of the commonest mistakes in diag- 
nosis is between malignant disease of the 
rectum and some simple lesion like piles 
or fissure. There are no symptoms of 
malignant disease of the rectum which are 
absolutely characteristic. There is one, 
however, which is very seldom absent, 
namely, spurious diarrhea. This is one of 
the very earliest and most characteristic 
symptoms of malignant disease of the rec- 
tum, and a frequent desire to evacuate the 
bowel should always be looked upon with 
the gravest suspicion, and never treated 
until the rectum has been properly ex- 
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amined. In the absence of this symptom, 
that is to say, if the bowels are acting per- 
fectly regularly, malignant disease is an 
exceedingly unlikely diagnosis. 

Some of the most interesting errors in 
diagnosis in relation to the rectum are those 
which occur as the result of reflex pain 
from an ulcer in the anal canal. As is 
well known, the mucous membrane of the 
anal canal is supplied by branches from the 
sacral plexus, mainly through the pudic 
nerve. Branches of the same nerve, or 
closely associated nerves, also pass to the 
bladder and urethra, and, in the female, 
to the uterus and cervix, while other 
branches pass to the hip-joint and to the 
skin over the lumbar region and buttocks. 
The sciatic nerve is also nearly associated 
with the nerve supply of the rectum; it may 
happen, therefore, that the pain produced 
by an ulcer in the anal canal is referred 
to the distribution of one of its associated 
nerves. It is not uncommon to find cases 
of intractable sciatica due to a small ulcer 
in the anal canal. 


In the same way pain may be referred 


to the genito-urinary organs. Thus, cases 
are sometimes met with of bearing-down 
pain in women referable to a rectal lesion, 
while irritability of the bladder is quite 
frequently seen as the result of rectal ulcers, 
and even of such conditions as prolapsing 
piles. Complete retention of urine may 
result from a painful lesion in the rectum. 
A good example of this is seen in cases of 
external thrombotic piles. 

A good example of pain referred to the 
rectum is seen in cases of disease of the 
prostate. An inflamed and tender prostate 
gives rise to pain in the perineum, and 
often in the rectum, more particularly as 
the result of defecation. The passage of 
a stool presses upon the tender prostate and 
produces acute discomfort. If this possi- 
bility is borne in mind, the diagnosis will 
easily be made, for it will be found that with 
one finger in the rectum, if the prostate is 
gently pressed upon, the patient will com- 
plain of the characteristic pain. 

Diseases of the central nervous system 


may also result in pain referred to the rec- 
tum. Thus, such conditions as caries of 
the spine, tumors of the spinal cord, or 
injuries to the vertebre, may produce symp- 
toms of pain referred to the rectum. Loco- 
motor ataxia and disseminated sclerosis 
may, in rare instances, produce rectal pain. 
A good example of this is seen in cases of 
locomotor ataxia in which there are rectal 
crises. 





Reinfection in Syphilis. 


Brenn (The Military Surgeon, Septem- 
ber, 1922) reports an interesting case pre- 
facing which he notes that reinfection 
necessarily implies that a given infection 
has been cured. The best chance of cure 
is in early recognized primary syphilis, and 
while it would be interesting to await the 
development of secondary manifestations in 
possible cases of reinfection, as some 
writers insist should be done before making 
a diagnosis of reinfection, it hardly seems 
fair to the patient to needlessly prolong his 
chances of cure. Among the requirements 
usually given to call a case cured are that 
the patient be negative both clinically and 
serologically, spinal fluid included, for a 
period of two or more years, negative 
“provocative” Wassermann reaction, and 
negative luetin test. To these Simon has 
recently added negative Wassermann tests 
on urine, claiming this procedure to be as 
important as blood and spinal fluid reac- 
tions. In the case reported it is true that 
there are no spinal fluid or “provocative” 
Wassermann records, neither was the 
case under observation for a period of 
two years. Some, however, do not con- 
sider these requirements always necessary. 
Schamberg believes that there exist cases 
in which the disease is apparently eradi- 
cated by a few injections of arsphenamine. 
Oltramare likewise inclines to this view. 

The present standard of cure in the 
United States army is as follows: one year 
of observation must elapse after all treat- 
ment has been stopped; during this year 
there must be no clinical evidences of 
syphilis, several negative Wassermann re- 
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actions and no positive ones, at the end of 
the year a complete physical and laboratory 
examination, including that of the spinal 
fluid, and a “provocative” Wassermann 
must be negative. If all these requirements 
have been fulfilled, the case may be closed 
as “cured” and the register sent in. Hazen, 
after summarizing the criteria of cure, re- 
marks: “Personally, I sometimes feel as 
though the only real criterion of cure is 
the presence of a reinfection, and even here 
the causal organisms must be demonstrated 
in abundance or a local recurrence, chancre 
redux, would have to be thought of. Only 
the future can tell us just exactly what are 
the proper criteria.” 





Duodenal Ulcer. 

RownTREE (The Practitioner, October, 
1922) says that when an observant and 
intelligent patient is suffering from duo- 
denal ulcer, the history is so clear and well- 
defined that there is generally no doubt 
whatever about the diagnosis. From such 
a patient we shall learn that for some 
months or years there have been more or 
less frequent attacks of indigestion; less 
numerous in summer than in winter; less 
severe in warm, dry climates than in Eng- 
land; aggravated by excessive work or 
worry, and notably relieved or perhaps for 
a time abolished by rest in bed or on a 
milk diet. The pain during an attack is 
usually localized in the epigastrium, de- 
veloping an hour or more after meals, and 
then always relieved by food for an hour or 
two; only to return once more, again re- 
quiring food for its relief, and so on till 
bedtime. A few hours in bed and the pa- 
tient is again in pain, but very soon learns 
that by taking a biscuit, a glass of milk, or 
a piece of chocolate, relief can be obtained 
and sleep insured. 

However, it is not always so straightfor- 
ward as this, for many of these patients 
have been ill for years before we see them, 
and their primary symptoms are obscured 
by all sorts of secondary effects arising as 
a consequence of the disease. Wasting 
from lack of nourishing food; anemia due 
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to hemorrhage from the ulcer; constipa- 
tion resulting from large doses of bismuth; 
irritability from pain and loss of sleep; and 
the general misery and lack of vigor re- 
sulting from years of ill-health and the in- 
ability to enjoy any of the pleasures of life 
or to keep in continuous employment. 

Taking the trouble to get up on winter 
nights to prepare hot milk, even when done 
vicariously, indicates very definite pain and 
corresponding definite relief, and when you 
hear that this has been going on for any 
length of time you may be confident that 
an ulcer is present. 

There can be few conditions in which the 
diagnosis rests so much upon the clinical 
history and so little upon physical signs, for 
there are none in any sense distinctive of 
the disease. The epigastric pain, the local 
tenderness, and the acid vomits or test- 
meals are just as likely to indicate a gastric 
ulcer. We do, however, get considerable 
assistance from barium meal. It has been 
claimed that is is possible to demonstrate 
the barium in the actual crater of the ulcer 
with some constancy. 

There can be no doubt that purely medical 
treatment can do a great deal for these 
cases. It involves confinement to bed, and 
such frequent administrations of alkali and 
food as to give the stomach contents no 
opportunity of becoming highly acid. The 
treatment is tedious and exacting both for 
the patient and the medical attendant, but 
if carefully and conscientiously carried out 
it does, in most cases, promise relief from 
the more pressing symptoms, and in some 
apparent cure. 

Given a patient with the necessary means 
and leisure, there can be no valid objection 
to a prolonged trial of medical treament. 
Relapse is common, however, and the ques- 
tion then arises whether another long course 
of similar treatment is worth while, or 
whether surgical measures are indicated. 

The operative treatment of duodenal ulcer 
is extremely satisfactory ; it does not show 
100 per cent of perfect cures, but it does 
give so great a measure of success, both as 
regards the percentage of cases cured and 
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the rapidity of recovery, that even suppos- 
ing for a moment that purely medical treat- 
ment were equally successful in its propor- 
tion of cures, operative treatment could 
still compete successfully on the time factor 
alone. 

For even when successful the medical 
treatment.of duodenal ulcer is a slow busi- 
ness, whereas the dramatic relief afforded 
by posterior gastrojejunostomy is one of 
the most striking things in surgery. Its 
closest parallel is the completeness and 
finality with which the symptoms of fissure 
in ano disappear after division of the ex- 
ternal sphincter muscle. 

There is and there always must be some 
small mortality attending surgical ‘treat- 
ment; but if we include all conceivable 
complications, such as anesthetic deaths 
immediate and remote, hemorrhage, em- 
bolism, vicious circle, jejunal ulcer, the 
mortality is still very small, probably no 
more than 2 per cent, and can fairly be 
regarded as little if any higher than that of 
the disease itself when treated by non- 
surgical procedures. 

Consideration of these arguments leads 
to the conclusion that in most cases of duo- 
denal ulcer the best interests of the patient 
will be served by advising a gastroenteros- 
tomy, medical treatment being reserved for 
those cases of first attack in which means 
and time are of no special importance, and 
for cases in which there are such contra- 
indications to operation as diabetes, hemo- 
philia, arteriosclerosis, pregnancy, or ex- 
treme anemia. 

Of far more importance than these de- 
tails of technique is the question whether 
any direct attack upon the ulcer should be 
attempted in addition to the gastrojejunos- 
tomy. 

Most of the ulcers probably heal within 
a few weeks of short-circuiting, but it is 
certain that some of them do not, and it 
therefore appears sound surgery to attempt 
destruction of the ulcer providing this can 
be done with reasonable safety. We have 
three methods at our disposal—excision, 
cauterization, and under-running with stout 
catgut sutures. 
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Complete excision is obviously the ideal 
method, and is easy, provided the ulcer is 
in an accessible position on the anterior wall 
of the duodenum. For other cases infold- 
ing by suture is probably the best pro- 
cedure—the actual cautery not having 
achieved much favor in England. 





The Nasal Treatment of Dysmenorrhea. 

Under this somewhat astonishing title an 
editorial article in the American Journal of 
Surgery, October, 1922, after some prelim- 
inary remarks upon the endocrines, makes 
the following statements : 

A treatment whose rationale is unknown, 
but which has proved successful in a large 
number of cases, is the so-called nasal 
treatment of dysmenorrhea, introduced in 
1908 by Fliess, a rhinologist of Vienna. 
He made the interesting observation that 
cocainization of the septum and turbinates 
ameliorated the agony of dysmenorrhea and 
that cauterization of these areas _per- 
manently cured many of these sufferers. 
The explanation offered by Fliess is entirely 
unconvincing, but the large number of cures 
obtained place the value of this therapy 
upon a firm empiric basis. The success of 
the treatment depends largely upon the 
proper selection of cases. Nervous, over- 
worked, undernourished women, especially 
school-teachers, nurses, and stenographers, 
to whom dysmenorrhea is a very serious 
handicap, most regularly respond to this 
treatment, if the menstrual pain is accom- 
panied by headache, nausea, and vomiting. 
If examination shows an anteflexed, normal 
or somewhat hypoplastic uterus, without 
evidence of pelvic inflammation, such a case 
may be unhesitatingly selected for nasal 
treatment. 

The intranasal cauterization should be 
performed during the intermenstrual time. 
Applications of trichloracetic acid to the 
septum and inferior turbinates under 
cocaine anesthesia are made four times 
within this interval. The actual cautery 
should not be used because it produces 
eschars with constantly recurring scabs. 
After the fourth application it is well to 





PROGRESS IN THERAPEUTICS 


wait to observe the two succeeding men- 
strual periods. If permanent relief is 
obtained no further treatment is indicated. 
If no relief has been secured, or if the 
improvement is transitory, a second series 
of applications is to be tried. 

If the cases are rigidly selected, as above 
indicated, fully fifty per cent of cures may 
be expected. The treatment is particularly 
indicated in virgins, since it does not 
involve pelvic manipulations. 


Treatment of Aural Sepsis in Adults. 


Stuart-Low (The Practitioner, October, 
1922) calls attention to the fact that acute 
otitis media is by no means confined to in- 
fants and young children. Influenza is a 
frequent cause. The best treatment of the 
acute infection is an early paracentesis of 
the tympanum. He especially cautions 


against syringing ears in the treatment of 
acute or subacute otitis media, and notes 
that the ear discharge in adults is frequently 


kept going by a constant reinfection of the 
middle ear by septic organisms passing up 
the Eustachian tubes. Therefore the throat 
and nose should be inspected, septic tonsils 
gotten rid of, and adenoids and nasal ob- 
structions removed and the teeth attended 
to. As means of prophylaxis he advises 
an antiseptic ointment for the nostrils and 
lozenges containing antiseptics. He ob- 
serves that cholesteatoma is frequently met 
with in adults after a long-standing dis- 
charge. Generally, in such cases, out of the 
tympanic cavity, which is capacious and 
even cavernous in size, can be scooped a 
very fetid, yellowish-white, putty-like ma- 
terial, in which cholesterin crystals can be 
seen under the microscope, and masses of 
caseating epithelial cells with white or yel- 
low skins, and scales can be pulled away 
from the attic and aditus. The treatment 
of such cases is often successful, if all 
water is strictly excluded and spirit em- 
ployed. 

He lays down the following rules for 
guidance in the treatment of aural sepsis 
and states that if thoroughly carried out by 
doctor and patient 90 per cent will get well: 
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Never syringe the ear in acute or sub- 
acute cases, and practically never in chronic 
cases. When masses of hard cerumen co- 
exist with aural sepsis, it may be necessary 
to irrigate very gently with warm antiseptic 
lotion, but always instil spirit drops im- 
mediately afterward. 

Never use peroxide of hydrogen or 
oxydol as drops in the ear; they are very 
feeble antiseptics, and only serve to spread 
the sepsis further afield. 

Wipe out the meatus and tympanic cavity 
frequently with aseptic wool on probes, and 
then insert antiseptic drops. 

Never allow wool in the ear. 

Daily politzerize and suck out the ear 
with Seigel’s pneumatic suction apparatus, 
and immediately afterwards mop up all 
discharge with wool on probes. 

Always see to the asepsis of the nose, 
mouth, and throat and the removal of nasal 
obstructions in every shape and form. En- 
larged tonsils and adenoids should be oper- 
ated upon, and all pyorrhea alveolaris and 
dental caries attended to punctiliously. 

Make every endeavor to improve the pa- 
tient’s general health so as to raise the re- 
sistant power of the blood and reénforce its 
bactericidal qualities. 

See that the patient is in the open air 
night and day as much as possible, and that 
fresh uncooked food, such as fruit, etc., is 
taken liberally. Change of air to the sea is 
always advisable, the patient being espe- 
cially instructed how to maintain the clean- 
liness of the ear while away. Sea-bathing 
should be prohibited. 

Keep the hair back off the ears. This is 
most important, for the hair over the ears 
impedes the aeration of the ear, and mi- 
crobes gain entrance to the ear from the 
hair and scalp. When the scalp is very 
scaly, indicating the presence of seborrhea 
due to cocci in the hair and surface of the 
cuticle, the cocci fall into the ear and serve 
to keep up the discharge. The author has 
often found it impossible to get the dis- 
charge arrested until the scalp has been 
treated by persistently using a spirit and 
liq. hydrarg. lotion, well applied to the roots 
of the hair at bedtime. 
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DiIsEASES OF WoMEN. By Harry Sturgeon Cros- 
sen, M.D., F.A.C.S. Fifth Edition. St. Louis, 
C. V. Mosby Co., 1922. 

In studying this book the reader must 
remember that the author has a separate 
volume describing his methods of perform- 
ing gynecological operations. When it is 
necessary to refer to the’ technical points in 
operative treatment the reader is advised to 
consult the author’s other volume. 

The introductory section on gynecologic 
diagnosis is clearly written, well arranged, 
and well illustrated. Whether the reader 
is a practitioner of general medicine or an 
obstetrician and gynecologist, he cannot fail 
to be interested and to profit by this section 
of the book. Methods of examination are 
completely described and illustrated. In 
the common procedure known as “bimanual 
examination” much excellent advice is given 
by which this procedure, which is often 
disappointing in its results, may be made 
more efficient. Apparently the uterine sound 
is still used in diagnosis, when, the author 
says, there is some special reason for it. 
In the majority of cases it is now avoided. 
The writer believes that the patency of the 
tubes can be demonstrated by introducing 
carbon dioxide or oxygen into the uterus, 
and illustrates the apparatus which he em- 
ploys for this purpose. Rubin is quoted in 
this connection. Injection of gas into the 
peritoneal cavity is illustrated with refer- 
ence to Peterson’s work. X-ray examina- 
tion and cystoscopy receive attention. After 
considering the general subject of diagnosis, 
directions are given for the preparation of 
the patient for various methods of examina- 
tion, and the whole subject is reviewed in 
a chapter on differential diagnosis. This 
section of the book is of very decided 
practical value. 

There has been a tendency-in some quar- 
ters to believe that gynecology has become 
almost entirely surgical. The section on 
gynecologic treatment in the book under 
review shows that treatment without opera- 
tion is by no means neglected. Radium and 


the «-ray are described, and their general 
effects are clearly stated. 

Under the section on Diseases of the Ex- 
ternal Genitals and Vagina gonorrhea re- 
ceives attention. The directions for treat- 
ment are ful] and explicit, and include the 
management of this disease in children. 
Syphilis comes also under the same section 
of the book, and what we believe to be a 
wise conservatism is expressed regarding 
the value of the Wassermann reaction in 
diagnosis. A positive diagnosis can be 
made at once by bacteriologic examination 
of tissue removed, whereby the typical 
spirochetes may be found. The primary 
lesion requires local cleansing and antiseptic 
applications. The secondary and tertiary 
lesions call for salvarsan or mercury in the 
second stage, and iodides and tonics in the 
tertiary stage, and a combination of the 
two in the intermediate stage. 

A section of the book which illustrates 
modern ideas in Obstetrics and Gynecology 
is that on Relaxation and Fistule. The 
author prefers the term “relaxation” rather 
than “laceration” for conditions of the pel- 
vic floor which usually follow laceration or 
excessive strain occurring in labor. This 
we believe to be a distinct improvement 
upon the old terminology by which these 
cases were styled laceration. It is a matter 
of familiar observation that no anatomical 
lesion is present in some of the worst cases 
of relaxation of the pelvic floor. 

Based upon this conception, the writer's 
description of the treatment of this condi- 
tion is clear, and we believe satisfactory. 
The operations which he advises are clearly 
described and well illustrated, and_ this 
should prove a very valuable section of the 
book. | 

A chapter is devoted to the Inflammatory 
and Nutritive Diseases of the Uterus. And 
this includes conditions following lacera- 
tion of the cervix and the treatment ad- 
dressed to this condition. Recent methods 
advised for the treatment of the lacerated 
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and chronically inflamed cervix are de- 
scribed, including Sturmdorf’s method. In 
the treatment of retrodisplacements of the 
uterus, pessaries are not excluded and their 
use is fully described. Methods of gyne- 
cological treatment without operation in 
cases complicated by chronic pelvic peri- 
tonitis receive adequate attention. The 
treatment by operation in these cases is to 
be selected in accordance with the condi- 
tions present in the individual case. In 
dealing with prolapse, pessary treatment is 
fully described, and in selecting cure by 
operation, cases are divided into two classes, 
one in which the genital functions are still 
to be retained, and the other in which they 
may be sacrificed. 

In treating of non-malignant tumors of 
the uterus, myomata naturally fill the 
greater part of this section. In the curative 
treatment the writer includes radium, +-ray, 
and operation. Radium he advises in un- 
complicated, small and medium-sized my- 
omata, in patients at the menopause or near 
the end of the child-bearing period. Per- 
sistent bleeding is promptly controlled by 
this method. Satisfactory results are ob- 
tained in about 95 per cent. It is important 
to.exclude carcinoma of the endometrium 
by curetting the uterus and examining 
microscopically the scrapings. For the 
young women in whom the preservation of 
child-bearing function is imperative my- 
omectomy is preferable. In patients with 
kidney, heart and other complications, mak- 
ing them bad operative risks, radium may 
he tried in larger growths where -+-ray 
treatment disagrees. 

X-ray is advised in larger growths in 
patients with bad operative risks, and the 
deep s-ray therapy is indicated. This 
usually stops bleeding and gives the patient 
a chance to build up for operation. 

In similar cases there is no practical dif- 
ference between the action of the s#-ray 
and radium, but the x-ray treatment is 
slower and may upset the patient’s diges- 
tive and nervous systems. As with radium, 
so with the x-ray treatment; it should be 
preceded by a curetting for diagnosis to 
exclude malignancy. 


If deciding upon operation, it should be 
advised where the growth is from the size 
of a grapefruit and upward. Myomectomy 
should be chosen in younger women. Where 
the growths are not of a size and location 
to interfere with pregnancy or labor, it is 
well to try first to check the bleeding by 
other means, such as curetting and internal 
medication. If radium or s#-ray is used, 
but light doses should be employed to 
avoid damage to ovarian and uterine func- 
tion. 

These cases are often complicated by 
appendicitis or salpingitis. Degeneration of 
the fibriod may also be present. In these 
cases operation is necessary. Before op- 
erating one must be sure that malignant 
disease is or is not present, and if it be 
found, the uterus must be extirpated. This 
is also true where the cervix is severely 
lacerated or the seat of chronic irritation, 
and where there has been recent infection 
in the uterine cavity or adjacent tissues 
calling for immediate operation. The fi- 
broid may be so situated as to demand the 
extirpation of the uterus. Where these 
conditions are not present, supravaginal 
hysterectomy is to be preferred. At opera- 
tion a responsible assistant should immedi- 
ately examine the uterus, and if anything 
suggesting malignant change in the cervix 
is found the cervix must be removed. After 
operation specimens removed must be sub- 
mitted to microscopic examination, and if 
malignant change is found the cervix should 
be removed through the vagina. The au- 
thor believes that a myoma of the uterus 
which can be appreciated clinically is a 
much more serious affection than is gen- 
erally supposed. The progress of the dis- 
ease is so slow as to be deceptive and 
serious complications develop. Delay, there- 
fore, is dangerous, and so soon as the 
myoma can be distinctly recognized, radical 
cure should be undertaken by radium, 
4-ray, or operation. 

In the section on pregnancy and my- 
omata the author’s statistics are not of the 
most recent and convincing nature. His 
advice concerning treatment is essentially 
sound. 
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In the section on Malignant Disease of 
the Uterus the illustrations are excellent, 
and the interest of the reader will center 
upon the question of diagnosis and the 
writer’s opinion concerning the compara- 
tive value of radium, x-rays, and radical 
operation. The writer believes that in at- 
tempting to make a diagnosis by excising 
a portion of a suspicious growth, there may 
be danger of spreading the cancer by the 
incision which is made, and this is also true 
of obtaining specimens by curettage; but 
so important is early diagnosis that he be- 
lieves that this danger should not be con- 
sidered in making an accurate and early 
diagnosis. Immediately after removing the 
specimen, the point of incision should be 
cauterized. Repeated examinations in sus- 
picious cases should be avoided, because 
manipulation and pressure can spread the 
cancerous growth. The practitioner must 
remember that malignant disease is always 
chronic and that there is always present 
induration or ulceration. If a patient with 
pelvic disease has no erosion or ulceration 
of the cervix, no induration of the cervix 
and body of the uterus and no chronic 
pathologic discharge, the physician is safe 
in assuming that the uterus is free from 
malignant trouble. When any of these signs 
are present a differential diagnosis must be 
made. The question of operability is to be 
determined by finding induration and fixa- 
tion of the uterus. If the lower part of the 
broad ligament directly continues with the 
carcinomatous area and the cervix is infil- 
trated, the condition is probably malignant. 
Where this infiltration is inflammatory 
there is usually a mass about one or both 
tubes, the infiltration is in the upper part 
of the broad ligament, the bladder and rec- 
tal walls are not involved, and there is a 
history of chronic inflammation for some 
time, with a history of very brief symp- 
toms pointing to malignant disease. 

In selecting operative treatment, those 
cases should be chosen in which it is possi- 
ble to extirpate the diseased organ and 
diseased tissue without cutting through the 
cancer itself. It is absolutely essential that 
the parametrium be removed, and unless 
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this can be done, with the broad ligament, 
tubes, ovaries, and uterus, the operation 
will fail. He states that for cancer of the 
cervix he prefers the abdominal route, but 
has no serious objection to the vaginal 
operation when it is as thorough as the 
abdominal. We do not see how the vaginal 
is as efficient as the abdominal operation. 

Regarding radium, in advanced inoper- 
able cases and border-line cases radium is 
indicated. Its palliative effect is remark- 
able. We do not yet know how to widen 
the second zone of the effect of the radium 
in cases where the malignant disease is 
heyond its first beginning. 

Deep x-ray therapy in cancer of the 
uterus is supplementary to radium and to 
operation. So-called “cross-firing”’ is neces- 
sary, and there is no difference between 
gamma-ray effect and that of radium. 

In early operable cases immediate re- 
moval of the uterus and adjacent tissue is 
the safest plan. First the patient should 
have what is called a “heavy dose of ra- 
dium ;” then within a week or ten days the 
radical operation. This is advised in a 
patient who is a good operative risk. Where 
no interference can be practiced much can 
be done in palliation, and such measures are 
described. 

The section on “Pelvic Inflammation” 
among others considers the question of in- 
fection following labor or abortion. The 
writer states that it may be necessary to 
explore the interior of the uterus with the 
finger or curette. The opening through the 
vagina of a pelvic abscess and its drainage 
is clearly and well described. Modern 
knowledge concerning the treatment of 
peritonitis is clearly stated. A useful dis- 
tinction is made between gonorrheal sal- 
pingitis and pus tube and salpingitis, the 
result of streptococcus infection. In gon- 
orrheal salpingitis gonococci pass along the 
mucosa of the tube and often extend but 
little beyond the tube. On the contrary in 
streptococcic infection the bacteria pene- 
trate the connective tissue of the parame- 
trium, and cannot be removed by removing 
the tube. The writer believes that nearly 
all inflammatory masses.in the parametria 
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are streptococcic in origin. If on examina- 
tion it is found that there is a history of 
labor or abortion and a well marked para- 
metritis is present, streptococci are usually 
the cause of the disease. Their virulence 
and persistence in such tubes is such that 
they should not be attacked by intraperi- 
toneal operation. Collections of pus should 
be evacuated through the vagina or by in- 
cision parallel to Poupart’s ligament. On 
the contrary where gonorrhea has been the 
cause of the pus tubes and the patient’s 
temperature has been normal for some time 
and no acute inflammation is present, intra- 
peritoneal operation and removal of the 
tubes is indicated. Radical operation 
should be avoided where there is an acute 
condition. Ovarian tissues should be pre- 
served if possible, and enough Fallopian 
tube to make pregnancy possible. It is 
necessary to observe great caution in prom- 
ising patients complete cure after the re- 
moval of pelvic inflammatory lesions. In 
some cases operation is not followed by 
anything more than improvement in the 
general health. 

Tuberculosis of the genital organs may 
be found at any period of life. In dealing 
with extra-uterine pregnancy, caution is 
advised where there is no history of rup- 
ture. When a patient thought to be in early 
pregnancy consults an obstetrician, a pelvic 
examination should be made in every case, 
especially if there is a complaint of pain or 
soreness in the pelvis. The character of the 
pain and its suddeness in extra-uterine 
pregnancy is very significant. It is not 
necessary that there be a sudden profuse 
loss of blood to produce severe shock. A 
missed menstruation, sudden pain (with 
or without shock), bloody vaginal dis- 
charge and a tender mass beside the uterus 
point to extra-uterine pregnancy. Before 
rupture, immediate operation; after rup- 
ture, operation so soon as the condition 
justifies, with close watching and avoidance 
of disturbance. A warning is given against 
the use of scopolamine by hypodermic use 
in attempting to secure so-called “local 
anesthesia.” 

Under the head of Other Pelvic Disorders 
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are treated hemorrhage and what the writer 
describes.as “fulminating pelvic edema.” 
A series of cases is reported of this rare 
condition, one by the author in which 
symptoms appeared suddenly, section show- 
ing the pelvis filled with small cysts, many 
of which were removed, followed by re- 
covery. Laboratory examination failed to 
recognize any specific pathologic process. 

The section on Tumors of the Ovary and 
Parovarium is well illustrated. The writer 
believes that the ovary exercises a decided 
influence on the nervous system by some 
substance manufactured in the ovary and 
thrown into the circulating blood. This is 
proved by transplantation experiments. It 
is thought that corpus luteum is the essen- 
tial element in this trophic influence. 
Transplantation is considered a procedure 
of possible and often decided value. Diag- 
nosis and treatment of ovarian tumors is 
clearly written and well illustrated. In de- 
ciding upon operation the general condition 
of the patient and the question as to whether 
the condition is incurable must all be con- 
sidered. 

An interesting section is that on Disturb- 
ances of Function. In this will be found 
a clear and practical exposition of the treat- 
ment of disturbance of menstruation, and 
many of these conditions may be traced 
back to poor nutrition at the time of 
puberty. In treating dysmenorrhea, im- 
portance is ascribed to intranasal applica- 
tions. Dudley’s operation for splitting the 
cervix in cases of excessive anteflexion is 
thought valuable and is described. 

A valuable and interesting section on the 
internal secretory glands is contributed by 
Ehrenfest. He believes that there is a 
reciprocity of action between the various 
glands in relation to the genital tract. The 
futile attempt to apply to human beings 
facts gained by animal experimentation 
only, is described by the writer. 

The corpus luteum has two functions, to 
inhibit ovulation and produce a substance 
which causes growth in the uterus. The 
ovaries provide the ova and a specific inter- 
nal secretion. Both have to do with the de- 
velopment of the impregnated ovum. Com- 
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plete absence of ovarian secretion in the 
young results in failure in the development 
of genital organs and functions, and in the 
adult in the disappearance of this function. 
The action of the ovaries is concerned in 
the temporary function of reproducing the 
species. The writer emphasizes the fact 
that we do not know any characteristic 
histologic picture indicating anomalies of 
function in the ovary. Hypofunction is 
seen in many degenerative processes and 
in individuals badly developed. Primary 
ovarian hypofunction is usually limited to 
puberty, and is less common at the time of 
the menopause. The writer believes that, 
with the exception of carcinoma or other 
destructive processes in the endometrium, 
of uterine polypi and of abortions, prac- 
tically all other types of a typical uterine 
hemorrhage are due to anomalies of endo- 
crine ovarian activity. 

The writer believes that it is a major 
function of the thyroid to stimulate pro- 
cesses of oxidation. The parathyroids, 
while little understood, are important for 
the continuance of life. The relation be- 
tween these glands and the reproductive 
processes in the female is unknown. As 
regards the pituitary, the extract of the 
posterior lobe acts, as we know, upon the 
smooth muscle of the uterus and bowel. It 
is known that overfunction or lack of 
function in the anterior lobe has an effect 
upon the development of the sexual organs. 
Extracts of the placenta have a decided 
influence upon the uterus and breasts, but 
little is known concerning the mode of their 
action. 

In general, concerning the effect of en- 
docrine gland function on gyencologic 
anomalies, it is emphasized that a gyne- 
cologic condition can and should be 
considered the result or expression of 
anomalous internal secretion, only after the 
most careful examination and study of the 
case has failed to reveal any other possible 
cause. As regards delayed puberty, it may 
be associated with a deficiency in one of 
the ductless glands which has to do with 
the menstrual flow. So far as metrorrhagia 
is concerned, ovarian hyperfunction is un- 
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doubtedly an essential cause. As regards 
therapy, some previous ideas must be re- 
vised; in menorrhagia in young women, as 
this is caused by excessive function of the 
ovaries, local treatment including curettage 
will do no good. Correcting a malposition 
of the uterus may relieve metrorrhagia by 
removing a pathologic irritation of the ova- 
ries. It is reasonable to expect that where 
there is a deficiency in the substances fur- 
nished by the ovaries, this may be counter- 
acted by the administration of ovarian ex- 
tracts. So also ovarian action may be 
stimulated or retarded by giving the ex- 
tracts of other glands. Attention is called 
to the fact that all ovarian preparations are 
used indiscriminately in various gynecologic 
conditions. There is but little reliable 
literature upon the subject. The powder 
of the fresh desiccated entire ovary is the 
most efficient product. This gives relief 
for the disturbances of the menopause and 
also for cutaneous conditions about the 
external organs. Thyroid extract is useful 
in hypothyroidism, and both amenorrhea 
and metrorrhagia can be treated with thy- 
roid extract if a test is first made of the 
basic metabolism to be sure that the under- 
lying cause is a true deficiency in thyroid 
secretion. Extracts of the anterior lobe of 
the pituitary will sometimes benefit patients 
in whom the genital functions are poorly 
performed. So far as the pancreas and the 
mammary gland are concerned, there is no 
reliable evidence that they are of practical 
value in gynecologic conditions. 

The relation of other organs to gyne- 
cologic diseases is considered, and consid- 
erable is said concerning disease of the 
nervous system in women. In operating 
upon patients with an unstable nervous sys- 
tem, the author’s rule is to be radical until 
the last ovary is reached, and then to be 
very conservative. Where it is necessary 


to stop menstruation it is better to do hys- 
terectomy and preserve an ovary than to 
remove both. 

Directions are given for preparing pa- 
tients for operations which open the peri- 
toneal cavity and also for the after-treat- 
ment of both abdominal and vaginal opera- 
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tions. The volume concludes with a chap- 
ter on Medico-Legal Points. 

The book is especially well balanced, 
clearly and concisely written, competently 
illustrated, thoroughly practical and up to 
date. It is a credit to American medicine 
and a good exponent of modern gynecology. 
E. P. D. 


PREMATURE AND CONGENITALLY DiIsEASED INFANTS. 
By Julius H. Hess, M.D. Illustrated. Lea & 
Febiger, Philadelphia, 1922. Price $5.50. 

Dr. Hess, who is Professor and Head of 
the Division of Pediatrics in the University 
of Illinois College of Medicine, and Chief 
of the Pediatric Staff of the Cook County 
Hospital, as well as other Chicago institu- 
tions, has prepared the text of a volume 
covering a little less than 400 pages and 
containing 189 engravings. The object in 
view is well described in the title. 

In his preface he points out that the 
growing importance of this subject is in- 
dicated by the increase in premature births 
during recent years. Of 2806 deaths of 
infants occurring in Chicago during one 
year, 739 deaths in the first month of life 
were due to prematurity, and of 860 in- 
fants who died during the first twenty-four 
hours 399 deaths were’ due to premature 
birth, Of 1700 who died during the first 
week, 588 were due to this cause. For 
this reason the author has thought it of 
interest to take up the study of the etiologi- 
cal factors predisposing to prematurity, and, 
of course, this necessitates considering the 
proper care of the mother during pregnancy 
and relief for her from overwork, anxiety, 
and trauma. From his study of the sub- 
ject, the author concludes that a very large 
proportion of these infantile deaths could 
be prevented by correcting faults in the life 
of the mother. Furthermore, attention to 
such diseases as syphilis and nephritis will 
do much toward decreasing mortality. 

The author has divided his book into four 
parts. In the first he considers the etiology, 
physiology, and pathology of premature in- 
fants; the second part is devoted to ma- 
ternal nursing, wet nursing, the care and 
nursing of premature infants, methods of 
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feeding, and incubators ; the third part deals 
with diseases of the respiratory, gastrointes- 
tinal, urinary, and nervous systems, with 
separate chapters upon sepsis, syphilis, 
tuberculosis, skin lesions, and diseases pecu- 
liar to premature infants. Part four deals 
with the outlook of the premature child, 
one chapter being devoted to “prognosis” 
and another to “the future of the premature 
infant,’ which, of course, is another way 
of expressing prognosis. 

The physician who purchases this book 
will find that it is very much more practical 
in telling him how to deal with his patients 
than one would suppose from the title. 
While many of the illustrations illustrate 
pathological conditions, others illustrate 
simple mechanical contrivances which can 
be utilized in correcting abnormalities, as, 
for example, where skeins of worsted are 
shown in different positions so that they 
may be used in treating inguinal hernia, 
others show the method of treating umbili- 
cal hernia, and considerably more text is de- 
voted to treatment than one would expect 
to find. This is particularly so in the parts 
devoted to feeding, where the text is not 
burdened with mathematical formule, which 
theoretically are correct, but which few of 
the nurses institute, because they are rarely 
necessary, but with practical directions 
which any intelligent physician can pass on 
to the nurse or mother. 

The book bears on every page evidence 
of the fact that the author is writing from 
experience and not basing the greater part 
of his text upon theoretical deductions. 


FeepinGc, Diet, AND GENERAL CARE OF CHILDREN. 
By Albert J. Bell, A.B. M.D. Illustrated. 
The F. A. Davis Company, Philadelphia, 1923. 
Price $2. 


As Assistant Professor of Pediatrics in 
the Medical Department of the University 
of Cincinnati, Dr. Bell has endeavored to 
provide mothers and trained nurses with 
what he calls an educational book designed 
to help them in the care of children suffer- 
ing from what he speaks of as “sickness 
and disease.” While emphasizing the fact 
that treatment of the sick child should be 
undertaken only by the physician, he never: 
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theless recognizes that the mother and nurse 
are very important factors in producing 
recovery, since the care of the child and 
the preparation of its food have often as 
much, or more, to do with its health than 
anything which the visiting physician may 
personally direct. 

He divides his subject into no less than 
thirty-eight chapters, the last of which 
deals with the treatment of poisoning, the 
Schaffer method of artificial respiration in 
cases of drowning and asphyxiation; this 
chapter also contains matter in regard to 
objectionable habits. In chapter thirty-five 
there is a discussion as to the varieties of 
enemata, with the use of lavage, gavage, 
the hot bath, the mustard bath, and irriga- 
tion of the nose. About twenty-four pages 
are devoted to four chapters dealing with 
the infectious diseases, and a little less than 
forty deal with disorders of the digestive, 
nervous and genito-urinary systems. The 
other chapters deal with feeding at different 
ages, and with the hygiene and develop- 
ment of the child. 

The author has a number of very excel- 
lent illustrations and goes into such detail 
as to illustrate the type of tooth-brush which 
should be used for a young child, and to 
picture how a glass bird-seed receptacle can 
be utilized for collecting a specimen of a 
girl infant’s urine. Physicians as well as 
mothers and nurses will find much in this 
book of practical value. 


THE ELeMENTs oF ScIENTIFIC PsycHoLtocy. By 
Knight Dunlap, St. Louis. G. V. Mosby Com- 
pany, 1922. 

The volume before us consists of a very 
systematic presentation of the subject of 
psychology. In reality it is a treatise on the 
physiology of the senses, special and gen- 
eral, and of the nervous system as a 
whole. Sense perception in general, the 
special senses, the somatic, visceral and 
labyrinthine senses are dealt with in de- 
tail covering several chapters. Thought 
and thought content, the bodily mechanism, 
reaction and consciousness, instinct and 
habit, and cognate matters are considered 
in turn. 





THE THERAPEUTIC GAZETTE 


Nothing could more clearly demonstrate 
the fact that psychology is but a depart- 
ment of nervous physiology—in fact of 
medicine—than this treatise, and this is as 
it should be. The book shows that the sub- 
ject of psychology really embraces the 
study of the organism as a whole, for all 
of the structures and functions of the lat- 
ter influence mental phenomena. 

The text is to a great extent free from 
speculation. The writer is evidently con- 
tent to adhere to the systematic statement 
of established facts. The language is clear 
and the text is adequately illustrated. A 
brief section is devoted to abnormal psy- 
chology. The entire method of handling the 
subject is modern in the strictest sense; 
one looks in vain for the metaphysical 
verbiage that one frequently finds obscur- 
ing the subject. F. X. D. 


REGIONAL ANESTHESIA. By Gaston Labat, M.D.. 
With a Foreword by William J. Mayo, M.D. 
W. B. Saunders Co., Philadelphia and London, 
1922. Price, cloth, $7.00 net. 

In his foreword Mayo says that regional 
anesthesia has come to stay. One of the 
reasons for the delay in general acknowl- 
edgment of its great value is incident to the 
exaggerated claims made for it. It is 
especially indicated in cases of acute sepsis, 
and the young surgeon should perfect 
himself in its use. Mayo does not look 
forward to the day when regional anesthesia 
will wholly displace general anesthesia, but 
recognizes its great value. Labat holds 
that regional anesthesia fulfils the best 
conditions hitherto offered for the accom- 
plishment of the most delicate and elaborate 
surgical procedure. 

In its proper application experience is 
absolutely needful. Such experience can be 
acquired rapidly only by practice, and only 
provided the one seeking this experience 
knows what to do and how to do it. This 
book has been written for the purpose of 
teaching these things. Labat states that to 
accomplish regional anesthesia adequate 
instruments are absolutely needful. He has 
studied the different segments of the body 
from the view-point of the anesthetist, and 
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precedes each technical description with a 
review of the anatomy of the region, with 
special reference to nerve distribution. His 
descriptions are most helpfully illustrated. 
There are special chapters devoted to the 
nose, eye, ear, and genito-urinary organs. 
A special chapter is devoted to Spinal 
Anesthesia, the technique of intraspinal 
block, novocainization being the only one 
described. He warns the inexpert against 
expecting complete success with his first 
efforts. 

The author describes regional anesthesia 
as the result of a certain number of delicate 
surgical procedures by which it is possible 
to control pain temporarily by interrupting 
the sensory nerve conductivity of any 
region of the body. Motor function is occa- 
sionally interfered with. 

Regional anesthesia is best realized by 
injecting an anesthetic solution in the 
immediate vicinity of the nerves supplying 
the operative field. It is commonly called 
local anesthesia; but it differs from local 
anesthesia in that the anesthetic fluid is 
never injected along the line of incision or 
within the structures of the surgical wound. 
Local injections, however, are frequently of 
great help to the regional method, which 
it completes in case of partial failure to 
block one or more of the nerves supplying 
the region. 

Regional anesthesia may be produced by 
the use of two different types of pro- 
cedures: (1) Field-block; (2) nerve-block. 
Field-block consists in creating walls of 
anesthesia encircling the operative field. 
The solution is distributed fanwise in 
certain definite planes of the body, so as to 
soak all the nerves crossing these planes on 
their way to the operative area. Sometimes 
one single wall blocks the desired area. 

Nerve-block consists in making extra- 
neural or paraneural injections in close 
proximity to the nerves whose conductivity 
it is desired to cut off. When the solution 
is injected close to the spinal column, at the 
emergence of the nerve trunks from the 
intervertebral foramina, it constitutes 
“paravertebral block.” Blocking the nerve 
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trunks through the posterior _ sacral 
foramina is defined as “transsacral block.” 
Injecting the sacral nerves on the anterior 
aspect of the sacrum is termed “presacral 
block.” Blocking the nerve trunks within 
the spine, but outside the dura mater, is 
called “epidural, extradural, or caudal 
block.” Blocking the roots of the nerves 
within the spine, in the subarachnoid space, 
constitutes “intraspinal block,” by which 
spinal anesthesia is realized. 

He lays down the following rules as 
fundamental : 

As soon as the patient is on the operating 
table the assistants should make sure that 
he feels comfortable and see that he is not 
held thereon with too much restraint. The 
discomfort due to position is often an 
ordeal greater than the operation itself. 

When preparing the operative field gen- 
tleness should be used, and care exercised 
in clamping the towels, not to clamp the 
skin beyond the limits of the anesthetized 
area. The non-observance of this precau- 
tion is followed by constant groaning, which 
leads the inexperienced surgeon to believe 
that there is operative pain. 

The patient should not be told when the 
operation begins. 

Incisions should be made a little longer 
than when using general anesthesia, thus 
exposing more freely the deeper layers and 
reducing trauma. 

Sharp instruments should be used; cut- 
ting with the scalpel should be preferred to 
snipping with the scissors. 

On no account should the tissues be torn 
through or bruised by rough handling with 
fingers or blunt -instruments; sharp dissec- 
tors make better technicians. 

Retractors should be introduced lightly 
and opened out gradually. Pulling a 
retractor with such force as would drag 
the patient off the operating table, had he 
not been tightly fastened thereon, should 
not be allowed. 

The hand should not be forced through 
an insufficient opening of the abdominal 
cavity and the gloved hand allowed rough 
contact with the visceral and parietal 
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peritoneum, thus causing pain and creating 
favorable conditions for future adhesions. 

Pulls on the tissues, more particularly on 
the viscera, should be light and gradual, so 
as not to give rise to unpleasant sen- 
sations referred to the tissues beyond the 
anesthetized area. 

Extensive packing in the abdominal cavity 
should be avoided. In the Trendelenburg 
position the bowels have a tendency to 
collect in the upper abdomen. The surgeon 
should avail himself of this advantage. Too 
heavy packing is painful, and always 
attended by an involuntary reaction which 
causes the bowels to protrude from the 
wound ; whereupon the surgeon attempts to 
reéstablish continence by further packing, 
which in turn results in more marked 
natural reaction on the part of the patient, 
and thus a vicious circle is created. To 
overcome this state of things general 
anesthesia must be resorted to and the 
patient loses the benefit of the regional 
method. But if at the start, before entering 
the abdominal cavity, the table is inclined 
full angle one way or the other, or tilted on 
either side, and the patient asked to breathe 
naturally through the mouth, protection of 
the abdominal cavity can be realized, with 
almost no discomfort to the patient, after 
gently and gradually retracting the wound 
wide open. 

The patient should not be questioned on 
the degree of sensibility of the operative 
field, unless it be necessary to control the 
results of an anesthetic procedure under 
experiment. But even then better informa- 
tion may be had by watching the patient’s 
face, whose expression is, as a rule, most 
reliable. If there is actual pain, reactions 
will always coincide with painful stimuli. 
Groaning or moaning may be due to discom- 
fort on the operating table, or to a nauseated 
condition frequently present in the Tren- 
delenburg position or when handling the 
abdominal viscera, especially the stomach. 
This condition ordinarily disappears by 
deep breathing. It is necessary to make 
sure that the surgical act is really painful 
before general anesthesia is resorted to; 
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and this is where the surgeon’s experience 
of the method will help him control the 
patient’s attitude, which might be simply 
psychologic. In no case, however, should a 
patient be left groaning or moaning and 
encouraged only by such words as “I am 
nearly through,” “You are doing fine,” 
“Just a minute,” and so forth, when long, 
painful manipulations have still to be done. 
Whatever be the condition under which he 
is laboring, a few whiffs of ether or gas- 
oxygen should be given to calm him; 
otherwise he leaves the operating room with 
an extremely bad recollection of his 
operation. On the other hand, it is not a 
shame for a surgeon to combine regional 
anesthesia with a first-class narcosis if 
sensibility to pain has not been completely 
abolished, or if there is lack of codperation 
on the part of the patient. He should first 
look to the welfare of the patient for which 
the method of regional anesthesia has been 
devised, and do his utmost to help him 
through the operation. If something goes 
wrong, it is proof that the technique used 
is at fault. Any condition resulting from 
such faulty technique should be remedied 
at once. : 

On no account should manipulations go 
beyond the anesthetized area; if they are 
deemed necessary, supplementary injections 
should be made, or a first-stage narcosis 
resorted to, before attempting such manipu- 
lations; and in case there is pain, time 
should always be ‘allowed for the patient 
to lose consciousness before painful maneu- 
vers are resumed. Even then no rough 
handling should be allowed. 

Surgeons and assistants should not lean 
on the patient or against his fastened arms 
during the operation. Leaning on the 
patient’s legs in the perineal position is 
extremely painful. Continued pressure on 
the thorax is detrimental to good breathing. 

All operations should be started from five 
to ten minutes after the anesthesia has been 
completed, except when using caudal block 
alone, in which case it will be necessary to 
wait from twenty to thirty minutes. 

An hour and a half is the average dura- 
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tion of surgical anesthesia; after which 
other injections should be made or general 
anesthesia administered as soon as the 
patient begins to feel pain. The operation 
should be suspended for a while and 
resumed only when anesthesia has set in. 

There follow rules of conduct toward the 
patient, methods by which his attitude may 
be such as to be cooperative, these including 
the preoperative psychic control and that 
during the process of operation and there- 
after. The author describes and illustrates 
the instruments used, expresses a preference 
for novocaine, and gives the solutions of 
choice and the indications for the use of 
each. 

-The second chapter is devoted to the 
principles of technique; thereafter follow 
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cranial headings, blocking of cranial nerves, 
operations on the head, blocking of spinal 
nerves ; operations on the neck, on the upper 
extremities, on the thorax; operations on 
the abdomen; genito-urinary and rectal 
operations; operations on the lower ex- 
tremities ; intraspinal block injection (spinal 
anesthesia) ; a general discussion of the 
value of regional anesthesia. 

This is the most practical and instructive 
book yet written on this topic. He who has 
a belief in the safety and efficacy of this 
method, has a sound medical education, and 
is willing to refresh his memory of anatomy 
by cadaveric work, can become by the aid 
of this single book sufficiently expert in 
regional anesthesia to make it practicable 
in the vast majority of his operations. 





Notes and Queries 


Cow-pox Outbreak. 


In The Listening Post for December, 
1922, which is issued monthly by the Penn- 
sylvania Department of Health, it is stated 
that a report was made to the Department 
by its Chester County Medical Director, on 
October 25, that cow-pox had appeared 
among the cows of a dairy farm near Ken- 
nett Square and that all members of the 
tenant farmer’s family, seven in number, 
were also infected. 

Cow-pox in the animal is so extremely 
rare in this State that some doubt was felt 
as to the correctness of the diagnosis, 
more especially as in a family of seven 
there would almost certainly be school- 
children who had been vaccinated in ac- 
cordance ‘with the school attendance laws 
and, therefore, not susceptible to this in- 
fection. Investigation on October 2% made 
by the County Medical Director, the local 
Representative of the State Bureau of 
Animal Industry, the attending physician, 
and two representatives from the central 
office, left no doubt, however, as to the 
accuracy of the original report. 


No cows had been introduced into this 
herd within three weeks of the appearance 
of the lesions, and it was subsequently 
shown by the veterinarian that there was 
no cow-pox in the herd from which they 
had been purchased. 

On September 16, however, two boys of 
the family, aged ten and thirteen, who until 
that time evaded the school vaccination 
law, had been vaccinated successfully. 

The colored hired man, who showed a 
poor mark from an early childhood at- 
tempt at vaccination, was the only other 
member of the family who. had been vac- 
cinated. 

One of the recently vaccinated boys 
was described by his father as his “best 
milker.” 

This fact furnished the explanation of 
the subsequent happenings. 

About two weeks after the vaccination 
of the boys, lesions were first noticed on 
the teats of the cows; within a few days 
the condition had spread to the whole herd, 
and also to the fingers and thumbs of the 
tenant and his hired man. 
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It was the habit of the 19-month-old 
child of the family to meet his father as he 
came up from the barn. The father would 
then lead the little one to the house, some- 
times taking him by the hand, sometimes 
by the arm. This child showed a number 
of lesions on his left forearm, fewer on 
his right. The same was true of the four- 
year-old boy, who was evidently vaccinated 
in the same way. 

The 19-month-old child, who slept with 
his mother, had a fashion of rubbing his 
hands over her face. The mother was 
thus inoculated, showing the earliest ex- 
isting lesions. 

At the time of the visit of the represen- 
tatives of the State Health Department, 
there were six of them, extending from the 
point of the chin, backward along the jaw 
almost to the ear. They varied in size from 
that of a penny to almost as large as a 
quarter. They were typical vaccination 
pustules at the stage of umbilication and 
earliest desiccation. There was a marked 
inflammatory reaction about the left lower 
side of the face and neck, with correspond- 
ing swelling and glandular involvement. 

The boys who had been vaccinated were 
the only ones to escape these multiple 
lesions. 

These cases are cited, not so much be- 
cause they are instructive or that they 
present anything that was probably not 
known to Jenner more than one hundred 
years ago, but because of their rarity and 
interest. 





The Pall of Grief. 


(With Apologies to Esop.) 


{We imagine that this clever skit was instigated 
by the recent outburst of a pseudo-medical con- 
tributor in one of the so-called popular magazines. 
—EprrTor. ] 


A jackass, having acquired, by attending 
school for a few years, the knowledge that 
%+3 make 10, and learned the difference 
between a Bug and a Bugle, came to the 
conclusion that practically all available 
wisdom lay cribbed, cabined and confined 
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within the osseous structure (as he termed 
it) which supported his auricular append- 
ages. Having satisfied himself upon this 
point, and being possessed of a stentorian 
voice and a preternaturally solemn visage, 
he decided to go forth and point out to the 
rest of the inhabitants of the earth just how 
many kinds of a fool they were. There- 
upon, he entered a city and began to bray 
loudly against the Bakers. “These men,” 
he said, “are merely quasi-qualified quib- 
blers—not definite distributors of a dietetic 
item of demonstrable desirability. I know, 
for I sat in a pan of dough once. Bread, 
as these mongers make it, is merely a little 
flour, much water, and a trace of yeast- 
borne air ; hence they deceive you when they 
give you such an absurd combination in ex- 
change for your good money; and, were you 
not so exceedingly stupid and easily gulled, 
you could see this readily. Moreover, 
these Bakers know nothing of the origin of 
fire—nor, for that matter, are they familiar 
with the true nature of the Life Principle. 


Yet forsooth they offer you the ‘Staff of 


Life.’ Away with such Charlatans and 
Frauds! A bas les Bakers!” 

Thereupon, the people being full-stom- 
ached and carried away by the great 
volume of sound proceeding from the 
Jackass, for the time being gave the Bakers 
the sardonic Ha! Ha! and their bread the 
go-by. But alas! very shortly they began 
to experience a feeling of emptiness and 
rumblings in their ‘epigastric regions, which 
were only relieved by eating bread which 
the trustful Bakers still produced. 

Thereupon the people communed to- 
gether and, after passing a vote of confi- 
dence in the Bakers and their product, put 
a halter upon the Jackass and led him out 
to the city dump, where he might possibly 
be of some use. “We prefer,” they gently 
remarked to the dejected animal, “to be 
full fools to empty cadavers. You can 
die, if you want to; but, please, don’t make 
so much nose doing it!”—American Jour- 
nal of Clinical Medicine, January, 1923. 

Moral: Don’t Believe All You Read in 
the Magazines! 








